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Abstract

The Oncology Nursing Society (ONS) realized many years ago that it would take skilled,
qualified leaders in oncology nursing to sustain the specialty of oncology care for years to come.
With the nursing shortage and shortage in leadership, it is imperative to examine the impact of
attending a leadership program on the future of oncology nursing. The control group and study
group of identified oncology nurses were sent the Oncology Nurses Sustainable Leadership
Survey Instrument via email from the Oncology Nursing Society. The control group of oncology
registered nurses had not yet started the ONS Leadership Development Institute fellowship
program. The study group of oncology registered nurses were those participants who had
completed the ONS Leadership Development Institute fellowship program within the past 10
years.
Results of the survey found that the study group was slightly older with a mean age of 50.29
years. The majority of respondents were female, Caucasian, married, held a master’s degree in
nursing, and are employed full time. Both groups indicated that they mentor licensed and non
licensed personnel. Both groups consistently practice the ANA Standards of Professional
Performance, Standard 15 on Leadership on an occasional to regular basis. A T-test indicated
their was no statistically significant differences between the control and study group on ANA
Standards of Professional Performance, Standard 15, Leadership.
Both groups participate in health care programs, early detection programs, and patient
education programs thereby implementing strategies to increase cancer awareness and reduce the
cancer burden. This participation increased after attending LDI.

xvi

Honesty was viewed as the most positive trait for leadership with support of Authentic
Leadership styles. Communication was viewed by both groups as the most important leadership
skill. Succession planning was advocated by both the control and study group. A leadership role
greatly contributed to the personal nursing satisfaction of the oncology registered nurses from
both groups.
Once leadership training is initiated, oncology registered nurses will continue to obtain
additional leadership education in a variety of formats and presentations. Additionally they will
obtain additional leadership positions or more responsibilities.

xvii

Chapter 1
Introduction to the Research
Scope of the Study

Nursing leadership is critical if the profession of nursing will have a voice in the future. The
current nursing shortage is to reach 1 million nurses by 2020 as reported in a recent study by
PriceWaterhouseCooper’s Health Research Institute (Reinsvold, 2008). Sigma Theta Tau,
international nursing honor society reported that within 10 years, 40% of working registered
nurses will be 50 years old or older (Reinsvold, 2008). There is a shortage of both nursing
leaders and nurses. Nursing leaders are called upon to create environments where nurses can
achieve the professional goals of expert patient care, autonomy, respect, and relationships
(Beurhaus, 2007 as cited in Urquhart, 2007). The problem is the shortage of nurses prepared to
assume leadership roles (Woodring, 2004). The role of the nurse and the nurse leader directly
impact the health of our patients. The history of nursing is rooted in service. Answering the call
to leadership is answering the call to service.
Another problem recognized in the literature is that most of the nurse leaders today hail from
the baby boomer generation. These nurse leaders were born between 1946 and 1964. The values
held by this generation have influenced their work ethic (Sherman, 2005). They are followed by
the Generation X, then the Nexter or Y generation, all of whom have differing work values and
motivations. For example, younger nurses can control their salary and hours. They view the
leadership role as working more hours without adequate compensation (Sherman, 2005). There is
an obvious disconnect that has not been addressed in the current literature review. This large
number of baby boomers in leadership positions will make an impact on nursing leadership when
they approach retirement within the next several years. On the opposite end of the spectrum are
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the millennials who were born between 1982 and 2002. These young adults entering the
workplace will be the best educated, most affluent and most ethnically diverse of the four
generations in the workplace (Wieck, 2008). They are considered the wired generation as they
have been on the Internet most of their lives and are accustomed to instant and continuous
communication. Of importance to the nursing leader will be how to interact and communicate
with each different generation. Their needs are different and will require different strategies.
The nurse leader can learn leadership in a classroom and put it into practice in each particular
practice setting. The functions of a nurse leader include: acting as a role model for others;
providing expert nursing care based on theory and research findings; demonstrating knowledge
about organizational theory to support and influence organizational policies; collaborating with
others to provide optimum health care; assuming responsibility for providing information and
support to patients; using advocacy to help effect changes that will benefit patients and the health
care organizations; and using the nursing codes of ethics and standards of practice as guidelines
for individual and professional accountability (Grant & Massey, 1999 as cited in Mahoney,
2001). All these functions of a leader can be seen with the frontline nurse all the way to the chief
nurse executive of the organization. Every nurse needs leadership skills and needs to understand
the function they play in the excellent delivery of care to the patients entrusted to them.
In the near future, the sick may be waiting to get into a hospital bed and have no one there to
care for them. That idea is not too far fetched if you consider the staggering statistics regarding
the shortage of registered nurses in the country. The shortage of nurses is expected to peak by the
year 2020, a mere 11 years from now. Currently there are 1.8 million nurses that work primarily
in hospitals (Nevidjon & Erickson, 2001). Of the nurses who responded to a nationwide survey
in 2004, they expected to see a shift in tasks from nurses to other staff; expected nurses would
leave nursing for non-nursing jobs; expected to see lower quality patient care; expected to see
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little improvement in respect accorded to nurses; and expected to see little change in the quality
of the workplace environment (Buerhaus, Donelan, Ulrich, Norman & Dittus, 2006).
The United States Department of Labor stated that 21 % increase is anticipated in the need for
nurses nationwide from 1998 to 2008 (American Nurses Association, 2006). This is partially
because of the aging baby boomer population who will continue to need health care. Struggling
enrollment levels at the nation’s nursing schools further compound the situation. Adding to this
dilemma is fewer younger people in the general workforce, thus exacerbating the competition for
talented individuals.
The American Association of Colleges of Nursing gathered data to project current and future
nursing shortage numbers. Indications are that the shortage of registered nurses will increase
from 340,000 to 800,000 to as much as one million by 2020. Worth noting here is that an
estimated 55% of nurses surveyed by the Bernard Hodes Group reported that they intended to
retire between 2011 and 2020. The United States health care labor force is aging, with the
average age of a registered nurse being 46.8 years (American Association of Colleges of
Nursing, 2007).
This shortage is felt across the nation in all 50 states, varying by degree, but certainly
impacting the delivery of care. The state of Louisiana hosts only 43, 516 registered nurses on its
rolls (Nursing Supply and Demand Commission. Annual Report 2002). Contributing to this
number was the impact of nurses departing the state as a result of hurricanes Katrina and Rita.
The parishes near New Orleans and the Gulf Coast were ravaged by the storms. To date, many
hospitals have not reopened, and their once active staff has found employment out of state.
There is a shortage of nursing leaders within the general population of nurses. This means that
there is a shortage within the shortage (Urquhart, 2007). Traditionally, nursing leadership roles
are in the clinical setting or within formal leadership positions. In the clinical setting a nurse can
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demonstrate leadership by precepting newer nurses; by mentoring newer nursing staff, by
serving as clinical faculty; and by participating in care improvement initiatives. They also help to
monitor quality standards of practice and keep our patients safe. The formal leadership roles are
often identified in practice management, advanced practice, professional development, academia,
research and administration.
It has been reported that fewer numbers are entering the profession of nursing. The nursing
schools turn away applicants due to lack of faculty to teach the programs. Additionally some of
the faculty are reaching retirement age and will add to the shortage of educators.
The main emphasis in education of the nurse is clinical skills. We do not traditionally develop
leadership characteristics. As a result, many nurses are placed in leadership positions based on
their excellent clinical skills, and not necessarily because they possess leadership qualities. The
disadvantage is that these nurses do not have a framework of accepted practices that includes
competencies and values (Weston, Falter, Lamb, Mahon, Malloch, & Provan, 2008). Many
nurses have learned these skills while on the job.
The Oncology Nursing Society (ONS) realized many years ago that it would take skilled,
qualified leaders in oncology nursing to sustain the specialty of oncology care for years to come.
It is one of the largest professional nursing organizations with membership of approximately
36,000. The mission of ONS is to “promote excellence in oncology nursing and quality cancer
care” (Oncology Nursing Society/Oncology Nursing Society Foundation, 2008). To this end the
Oncology Nursing Society developed the Leadership Development Institute (LDI) to prepare
oncology nurses to lead the transformation of cancer care at local, state, national and
international levels. Annually, the Leadership Development Institute engages 50 registered
nurses with certification in Oncology (OCN) as fellows into a yearlong program.
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Once accepted into the program, the candidate completes a Leadership Practice Inventory,
and a Risk Taking Survey, prior to attending a four-day work session. While attending class, the
fellows identify goals to work on during the year and developed strategies and action steps to
accomplish the goal. Each candidate is assigned a faculty member along with three other
candidates. During the year, a progress report on personal development and project completion
scores are submitted. At the end of the year, project summaries are submitted and the candidates
meet again as a group to evaluate the program and progress made.
In the past 10 years, 400 graduates have served as fellows in this program. With the nursing
shortage and shortage in leadership positions in nursing, it is imperative to examine the impact of
attending a leadership program on the future of oncology nursing.
Statement of the Problem
The primary purpose of this study is to determine the impact of participation in the Oncology
Nursing Society’s Leadership Development Institute on the leadership skills of oncology
certified registered nurses employed in various clinical settings around the United States.
Research Question

Can a one-year intensive leadership program affect the leadership skills of selected nurses at
major health care facilities in the United States?
Research Objectives

The study will target registered nurses with Oncology Nursing Certification
(OCN) who completed the Oncology Nursing Society, Leadership Development
Institute (study group) and a select group of fellows (control group) who started the program in
October of 2009. The objectives are as follows:
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1. To describe these control and study group oncology nurses on the following demographic
characteristics:
a. Age
b. Gender
c. Race
d. Marital status
e. Employment status
f. Highest degree obtained in nursing
g. Highest degree obtained in other than nursing
h. Number of years as a Registered Nurse
i. Current position
j.

Previous leadership education

k. Retirement plans (projected year)
l. Mentoring of others, number and position
m. Mentor for self, number of years nursing experience of mentor
n. Year they attended LDI - study group only
o. Leadership education since LDI - study group only
p. Leadership positions since LDI - study group only
2. To describe leadership styles of study group oncology nurses utilizing Kouzes & Posner’s
Five Practices of Exemplary Leadership after attending LDI. The specific leadership styles are:
a. Modeling the Way
b. Inspiring a Shared Vision
c. Challenging the Process
d. Enabling Other to Act
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e. Encouraging the Heart
3. To describe how oncology nurses use leadership skills to facilitate development and
maintenance of care standards by quantifying the specific ANA Standards of Professional
Performance Standard 15, Leadership (new in 2004) for control and study groups.
4. To describe which additional measurement criteria of the ANA Standards of Professional
Performance Standard 15, Leadership are utilized by Oncology Advanced Practice Registered
Nurses for control and study groups.
5. To describe which additional measurement criteria of the ANA Standards of Professional
Performance Standard 15, Leadership are utilized by Oncology Nursing Role Specialty nurses
for control and study groups.
6. To describe how oncology nurses utilize leadership skills to impact health care programs,
early detection programs, patient education programs by measurement of participation in these
activities since participation in LDI for control and study groups.
7. To describe oncology nurses on top leadership traits/skills/attributes as described by ANCC
Magnet program competencies for control and study groups.
8. To determine if oncology nurses precept/mentor newly licensed nurses, precept/mentor other
licensed nurses, serve as clinical faculty in an academic setting, participate on care improvement
teams, and monitor quality standards and safe practices for control and study groups.
9. To determine the frequency of use of four identified leadership styles that identify with
nursing for control and study groups.
10. To determine which leadership competencies are the most important to oncology nurses for
control and study groups.
11. To determine if their leadership role provides personal nursing satisfaction for control and
study groups.
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12. To determine if the organization that employs oncology nurses advocates succession
planning for nursing leadership for control and study groups.
13. To determine if the organization that employs these nurses has a traditional or collaborative
approach to leadership for control and study groups.
14. To determine the frequency of practice of the ANA standards of Professional Performance
Standard 15, Leadership affiliated with oncology nurses of both the control and study group.
15. To determine whether differences exist in leadership practices of oncology control group
versus study group nurses as measured by responses to Oncology Nurses Sustainable Leadership
Survey Instrument.
Significance of the Study
By assuming formal nursing leadership roles, nurses can promote the profession of nursing
and its image nationwide. Nurse leaders are in key positions to impact the health care of this
nation at a time when the shortage of professional staff is upon us and with the aging population
needing positive outcomes.
Currently, four generations are represented in today’s nursing workforce (Sherman, 2006).
This brings about different attitudes, beliefs, work habits, experiences and team work. The
traditional employment pattern has shifted due to changes in life expectancy and retirement
benefit plans.
The challenge for leadership is to anticipate this diverse nursing workforce and to embrace
the richness, strength and value that come from leading this multigenerational workforce.
By studying leadership styles, we may gain insight into the most effective models for
promoting the profession of nursing. We may learn what motivates nurses to stay in this
profession. We may also learn how to improve leadership skills by offering specific instruction,
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utilizing internships, mentoring or other such programs. The ultimate benefit will be in placing
skilled healthcare workers at the bedside.
Acronyms
 ANA – American Nurses Association
 ANCC – American Nurses Credentialing Center
 AWHONN - Association of Women’s Health, Obstetric and Neonatal Nurses
 CLIR – Center for Leadership, Information, and Research
 IRB - Institutional Review Board
 LDI – Leadership Development Institute
 LPI – Leadership Practice Inventory
 OCN – Oncology Certified Nurse
 ONS – Oncology Nursing Society
 PRN – as needed
 RN – Registered Nurse
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Chapter 2
Review of Related Literature
Some of the key subject search words were: nurses, leadership, nursing, nursing
administration, nursing shortage, leadership development, leadership theories, models,
recruitment, retention, image, ageing registered nurse workforce, job satisfaction, and
retrospective self assessment. Various databases were used to access information for the
literature review: Cumulative Index of Nursing and Allied Health Literature (CINAHL);
MEDLINE; EBSCO Host (Electronic Journals Service); Blackwell Synergy; Baton Rouge
General Health Sciences Library.
Nursing Shortage
The review of literature began with a search for information on the nursing shortage. There
are many reliable sources citing the nursing shortage, indicators of, contributing factors, effects
on the profession and health care, and strategies to ameliorate the shortage. Many of the national
statistics were obtained from the American Association of Colleges of Nursing, which has
compiled a comprehensive list of facts and has an accompanying web resource.
Bleich and Hewlett cite the following as themes obtained from a meta synthesis:
inadequate supply of nurses (a diminished “pipeline”); unprecedented demand for
nursing services (with no real capacity to project demand); lack of workforce
planning (how human capacities and interests are matched with demand in the
various practice settings where nurses are needed); multiple problems within the
work environment (including conflict management and power inequities,
inadequate resources, and other issues); the paucity of leaders (in number and as
prepared for new roles); and inadequate workforce development (as needed for
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changing care delivery demands across the health care continuum) (Bleich &
Hewlett, 2004, para. 4).
This imbalance between supply and demand for nurses is not a new theme in the literature.
We have seen it before and experienced this phenomenon in previous decades. What adds to this
dilemma is that the workforce demographics have changed. We are now faced with an aging
registered nurse workforce and have to look at implications of this for the workforce’s future. At
the same time, the demand for nurses continues. The literature has cited the changing market as a
cause for nurses exiting the traditional practice. Hospitals restructured in response to managed
care penetration. In the hospital setting, fewer monies were available to spend on nursing
orientation, education and specialty training. This, coupled with a flat wage, caused the
registered nurse to leave the workforce. It also contributed to the lack of appeal of the profession
of nursing and reduced enrollment in nursing schools.
The population continued to expand as did new technology and hence the need for more
registered nurses. This demand focused on the registered nurse who could work at a faster pace
and who would work in a complex environment. Hospitals soon discovered that they needed
nurses with a higher skill set to meet these demands. That led to many hospitals moving to a
model of care with the registered nurse that was prepared at the baccalaureate level.
The technology revolution opened up many job opportunities for registered nurses, especially
those with computer skills. They now could be utilized to manage advanced information
networks, coding systems, care management, and discharge planning. This further increased the
demand for the RN because it created a void at the bedside and a need for those RNs with
technical skills, and matched clinical skills.
This brings us to the work environment. Literature has stated that healthy workplace
environments should focus on: “leadership development and effectiveness, empowered
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collaborative decision making, work design and service delivery innovations, values-driven
organizational culture, recognition and reward systems, and professional growth and
accountability” (Bleich and Hewlett, 2004, para. 20).
In contrast, nurses have been left to function in domains that were distressed as a result of
downsizing or rightsizing of hospitals and many other work redesign or work restructure
initiatives. Some states have gone to mandating staffing ratios and restricting amounts of
overtime allowed.
The sheer number of nursing leaders is at an all time low. Additionally, many nurses are not
prepared for their roles as leaders. This paucity of leaders further contributes to the nursing
problem.
In most hospitals when budgets are not met and monies are tight, the first sacrifice is
education and workforce development. Many hospitals get by with the minimum education and
workforce development as required or mandated by law, and all the extras or would like to have
education and development is eliminated.
Nurses strive to achieve professional goals of expert patient care, autonomy, and respect in
their work environments. Nursing leaders are needed to champion these goals and advocate in
health care policy. Urquhart stated that developing leadership skills in nursing is best done by
establishing competencies that can be measured by behaviors and outcomes. She suggested
implementing leadership tools that advocate specific skills and allow for measurement towards
these goals (Urquhart, 2008).
A recent qualitative, descriptive study by Upenieks (2002) utilized Kanter’s theory of
organizational behavior as the conceptual framework, namely that the organizational
environment and culture shape the effectiveness of the leader. The effectiveness of the nursing
leader is associated with having access to opportunity, resources, information, and formal and
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informal power in the work setting. The nurse leader in the acute care setting should have the
following attributes: critical thinking skills, varied expertise and knowledge, and extraordinary
interpersonal capabilities (Upenieks, 2002).
Kanter’s theory further postulated that there are three work empowerment structures:
opportunity, power, and proportion. Opportunity is the expectation for growth and movement
within the organization that challenges the leader to develop additional skills and gain
knowledge. Information, support and resources are the structure that forms the power aspect of
empowerment. This implies that the nurse leader gives and receives information in a timely
manner; has the support and resources needed for decision making; is given the opportunity for
input and feedback; and has the authority to tap into the organization’s resources whether it be
people, equipment or monies. The structure of proportion references similar leaders in similar
situations. The nurse leader should be represented on equal status as other leaders (Upenieks,
2002).
Upenieks’ study described several central categories. Category one was informal power. The
nurse leaders interviewed stated this informal power came from relationships, hidden political
processes, and alliances with people in the organization. This validated the importance of
relationship building and collaboration. Category two was formal power, viewed as the actual
job that provided recognition and was relevant to key organizational goals. Nurse leaders stated
it was not only the role that gave power, but the person’s self-confidence. Category three was the
opportunity structure viewed as advancement possibilities and the rewards given for
contributions. The nurse leaders stated that as they advanced, they in turn gave opportunities and
recognition to the clinical nurses that were their direct reports. This cycle increased the job
satisfaction of both nurses and increased loyalty to the organization. Category four was the
power structure viewed as the ability to obtain information, resources and personnel to get things
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done. The nurse leaders credited their effectiveness with having enough information about the
job or task and then having the ability to mobilize staff, and/or equipment to get things done.
This power structure made the nursing staff more efficient at their work. Nurse leaders noted that
in addition to the power structure they had the support of the executive team and nursing
administration. Additionally, these nurse leaders practiced participatory management, where the
decision-making is decentralized and shared with front line staff. This concept of shared
governance and shared decision making with the front line staff further adds to the empowerment
of staff and overall nursing leadership. Lastly category five, structure of proportion, has to do
with the social composition or make up of people in similar situations. Are they all treated the
same whether they are a nurse leader or leader of a different department? Are they treated the
same regardless of gender or race? Society has a perception of male and female roles and a
perception of the masculine and feminine behaviors. Nurse leaders in the study did not
experience this effect. They were not treated differently because of their position or their gender
(Upenieks, 2002).
There are several factors that contribute to the effectiveness of nurse leaders. As noted in this
same study, nurse leaders had core principles and a value system that contributed to their
leadership style. These nurse leaders led to serve; provide nurses with the right tools and
resources to do their jobs; strive for excellence; search for educational opportunities and have a
passion for nursing (Upenieks, 2002). This same group of nurse leaders also emphasized the
need for business orientation as a noted trait. Nurse leaders needed to be able to use data and
quantify the data to assist in making decision. This lent credibility at the executive table. A final
trait noted by this group of nurse leaders was their ability to cooperate with other disciplines, to
promote collaborative teamwork for the benefit of the patient, to have a synergic effort.
Teambuilding increases efficiency, productivity and enhances job satisfaction. Along this same
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theme was the ability of the nurse leaders to support each other, to provide communication and
feedback, and collaborate on nursing efforts.
Another integrative literature review and meta-analyses of the nursing shortage was done by
Goodin (2003). Two themes were demonstrated in this review, namely factors that contribute to
the shortage and possible solutions. As in other literature the ageing RN workforce was listed as
one of the major contributing factors to the nursing shortage. The article referenced the “graying
professoriate” (Goodin, 2003). Declining enrollment in nursing schools will worsen the nursing
shortage. We cannot fill job vacancies now and it will only decline. There is a proliferation of
job opportunities for the RN in today’s workforce. The ever-changing work climate was stated as
a factor. Again, our greater life expectancy requires more complex care. Nursing care is now
highly specialized and will only continue on this trend. This will leave fewer experienced and
specialized nurses to care for us in the future. Most nurses will state that the patient of today is a
higher acuity patient. The demanding patient loads result in decreased time with each individual
patient and decreased time to provide direct patient care to them. A final factor is the poor image
of nursing. Throughout history the nurse has been deemed the physician’s handmaiden. Nurses
have been undervalued for many years. There remains a lack of understanding for what the nurse
actually does.
The University of California at Davis conducted a study of nurse-to-patient ratios and what
the new ratio law would cost (Simpson, 2005). The study cited benefits of increased staffing in
terms of better outcomes and a reduction in medical errors and leaving readers with the
question… how can we not afford to do this?
The Association of Women’s Health, Obstetric and Neonatal Nurses (AWHONN) partnered
with 60 other national nursing organizations to develop a strategic plan that addressed the
growing shortage of nurses. These organizations developed a plan, known as Nursing Agenda for
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the Future. This plan features 10 key components, the first being leadership and planning. The
other components were economic value, delivery systems, work environment,
legislation/regulation/policy; public relations; professional culture; education;
recruitment/retention; and diversity (AWHONN, 2002).
The literature suggested that from an early age children’s attitudes about nursing are
influenced by their teachers and guidance counselors. This begs the question, what is the right
age to target a recruitment effort? It became evident that the teachers and guidance counselors
need education on career choices in nursing (Cohen, Ehrlich-Jones, Burns, Frank-Stromborg,
Flanagan, & Askins, 2005).
Nursing Leadership
Upenieks, Ph.D, RN conducted a qualitative, descriptive study to garner an understanding of
conditions that offer job effectiveness and leadership success for nurse executives in today’s
health care environment. She asked the question, what constitutes successful nurse leadership?
Utilizing Kanter’s theory of organizational behavior as the conceptual framework, the author
sampled 16 nurse leaders from several acute care hospitals. A set of core questions served as the
interview protocol. The author asked such questions as: “what are your predominant attributes
as a leader? How are your attributes valued in today’s health care settings? How do your
leadership attributes support professional nursing practice and job satisfaction among clinical
nurses? How has the organization you work for influenced your leadership style?” (Upenieks,
2002).
Kanter’s theory of organizational behavior was supported in that leaders perceived they had
formal and informal power. They also perceived that access to information and resources and
given opportunities would allow them to be effective in their positions.
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Diamond looked at patterns of leadership in the late 1970s. She honed in on a Harvard
Business School doctoral thesis of M. Hennig who studied 25 top women who held corporate
senior level positions. She looked at their childhood, sports, the growing up period and finally
their role models and mentors. “The basic lessons of sports – goal setting, team effort, playing by
the rules, persisting to master the skills necessary to compete, realizing that success is possible
and failure can be overcome – have a definite relationship to the skills needed for management
and other leadership positions” (Diamond, 1979). This parallel to sports echoes what we learn in
childhood.
Further review of the literature focused on nursing leadership and sustaining it in the everchanging workplace. Several research studies did an evidence synthesis of 48 papers. Both
quantitative and qualitative research papers were included in the criteria, with papers having the
highest level of evidence given priority (Pearson, Laschinger, Porritt, Jordan, Tucker & Long,
2004).
Nursing Leadership Theories
What exactly is leadership has been defined and redefined over many years and by many
authors and theorists. Many different classification systems have been developed (Fleishman et
al., 1991 as cited in Woolnough, 2002). The American Nurses Association defined leading as “an
activity that involves change, innovation, growth, and empowerment of self and others”
(American Nurses Association, 2004a). Several common themes emerged: leadership is a
process; leadership involves influence; leadership occurs in groups; leadership includes attention
to goals; and leadership exists at all levels. The American Nurses Association holds leadership as
a standard of professional performance: “The registered nurse provides leadership in the
professional practice setting and the profession” (American Nurses Association, 2004b). This
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standard has measurement criteria for the registered nurse, the advanced practice registered nurse
and the registered nurse in a nursing role specialty.
London, in his book, “Leadership Development: Paths to Self-Insight and Professional
Growth”, noted the works of several experts in leadership and management development.
Murphy (1996) identified several key leadership skills: identifying and selecting talent,
networking, solving problems, being able to evaluate people and programs fairly and accurately,
negotiating, resolving conflict and healing hurt feelings, guarding and enhancing resources, and
promoting synergistic working relationships (Murphy, 1996 as cited in London, 2002). Still other
experts noted leadership skills to be self leadership (exploring values and perspectives), adhering
to a set of business values such as integrity and honesty, facilitating individual and team
performance, managing across departmental and organizational boundaries, creating a corporate
culture, anticipating the future, and taking responsibility for their own development and learning
how to learn (Napolitano & Henderson, 1997 as cited in London, 2002).
Other experts noted the skills of leadership to include leading teams, leading change, and
developing leaders. This encompassed formulating strategies, delegating (participative
leadership), developing effective relationships with subordinates, acquiring and using power and
influence, and being flexible a the situation changes (Yukl, 1997 as cited in London, 2002).
McCall (1998) developed five background characteristics that distinguished successful
executives - track record, brilliance, commitment and sacrifice, charisma and ambition.
In the same vein, there were some noted capabilities that enable leadership to happen. These
capabilities can be developed in the identified leader. The first of these capabilities was selfmanagement. Over time people learn how to manage themselves. This included managing their
thoughts, emotions, attitudes, and actions (McCauley & Velsor, 2004). Initially the leader needed
to be aware of their strengths and weaknesses. This self-awareness was being aware of how one
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typically behaves or is perceived by others (London, 2002). There is also the impact that this
awareness has on others. In everyday situations the leader may feel comfortable because of the
routine schedule of the activity. However, in new situations, the leader’s self-awareness is
heightened because of unfamiliarity.
The second component of self-management was the ability to balance conflicting demands.
These conflicts come in a variety of sizes and shapes. It could be personal life versus work life or
the different needs between the boss and the subordinate. The key is to identify the conflict and
work towards balancing the efforts.
The third component of self-management was the ability to learn. McCauley and Velsor, 2004
described this ability as,
…the person recognizes when new behaviors, skills, or attitudes are called for,
accepts responsibility for his or her own development, understands and
acknowledges current personal strengths and weaknesses, engages in activities
that provide the opportunity to learn or test new skills and behaviors, reflects on
his or her own learning process, and works to develop a variety of learning tactics
in order to acquire needed skills or behaviors.
The final component was leadership values. People who are effective in leadership roles
typically possess the personal values of honesty, integrity, trust, credibility, a positive, optimistic
attitude. Leaders who are capable at self-management will hold the following values: have a
sense of confidence and faith in life; believe in their own and others’ potential and ability; are
open-minded and curious; and have a sense of autonomy and a desire and ability to express their
individuality (De Waele et al., 1993 as cited in London, 2002).
Another capability of the effective leader is in the social arena. The nature of the job lends
itself to building and maintaining relationships. This social capability includes effective
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communication skills, effective work groups, and the ability to see potential in others and
develop it.
The final capability of the effective leaders is in work facilitation. The leader is able to utilize
management skills to coordinate day-to-day operations, set goals or devise a work plan. Next,
they think and act strategically. This enables the leader to make decisions that have a long-term
effect on the organization. The effective leader also has the ability to think creatively or
innovatively to accomplish new possibilities or find new ways to frame old concepts. The final
work facilitation measure is the ability to initiate and implement change. Often it is the leader
who identifies the need for change and puts into play the mechanisms that allow new work to
happen.
A portion of the literature review focused on Nursing Leadership Theories. Porter-O’Grady
(2003a) noted that a changing healthcare system requires new leadership characteristics and
roles. Nursing has the obligation of making nurses competent clinicians as well as competent
leaders (Valentine, 2002). This led the researcher to review quantum leadership,
transformational leadership, and dynamic leader-follower relationship models of nursing
leadership theories.
Porter-O’Grady (2003a, 2003b) wrote a two-part article describing new leadership skills. In
the first article he identified the critical element of emotional maturity, as a new needed skill.
The workplace no longer accepts the parental approach where the boss’s management style is
that of parent-child. The new skill set asks for adult-to-adult communication, reflecting skills in
“discourse, negotiation, collective problem solving, setting expectations, and establishing group
norms”. In Porter- O’Grady’s second article he challenged the nurse leader to “embrace
emerging realities.” To do this the nursing leader must relinquish traditional nursing realities
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such as “residency” based (institutional), process oriented, and procedurally driven to embrace
the emerging reality of mobility based (multisettings), outcome driven or best practice oriented.
The work of Kouzes and Posner began as a research project over 25 years ago. They captured
the personal-best leadership success stories of many leaders. From this they were able to
generate a conceptual framework that consists of five leadership practices: modeling the way,
inspiring a shared vision, challenging the process, enabling others to act, and encouraging the
heart. Embedded within these five leadership practices are 10 commitments: clarify values by
finding your voice and affirming shared ideals; set the example by aligning actions with shared
values; envision the future by imagining exciting and ennobling possibilities; enlist others in a
common vision by appealing to shared aspirations; search for opportunities by seizing the
initiative and by looking outward for innovative ways to improve; experiment and take risks by
constantly generating small wins and learning from experience; foster collaboration by building
trust and facilitating relationships; strengthen others by increasing self-determination and
developing competence; recognize contributions by showing appreciation for individual
excellence; and celebrate the values and victories by creating a spirit of community (Kouzes &
Posner, 2003).
The review of literature suggested that many authors have created competency lists. These
lists have been implemented and revised in many organizations. Zenger and Folkman suggested
that there are several major flaws with the competency movement, namely: too complex; based
on some faulty assumptions; had several unintended consequences; and suffered from faulty
execution (Zenger & Folkman, 2002). They proposed correcting the competencies and making
them more effective. Zenger and Folkman referenced leaders having a fatal flaw that gets
noticed. This flaw was a competency or behavior. They suggested making a change in the
behavior first. They narrowed the list of competencies to 16: displaying high integrity and
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honesty; having technical and professional expertise; solving problems and analyzing issues;
having innovation; practicing self-development; focusing on results; establishing stretch goals;
taking responsibility for outcomes/initiatives; communicating powerfully and prolifically;
inspiring and motivating others to high performance; building relationships; developing others;
collaboration and teamwork; developing strategic perspectives; championing change; and
connecting internal groups with the outside world (Zenger & Folkman, 2002). These
competencies build on the central trait of character, followed by groupings of personal
capability, interpersonal skills, focusing on results and leading organizational change.
Authentic leadership is a must to sustain a healthy work environment. The literature offered
essential nurse leader competencies for the future, 2020. They are: a global perspective or
mindset regarding healthcare and professional nursing issues; technology skills which facilitate
mobility and portability of relationships, interactions, and operational processes; expert decisionmaking skills rooted in empirical science; the ability to create organization cultures that permeate
quality healthcare and patient/worker safety; understanding and appropriately intervening in
political processes; highly developed collaborative and team building skills; the ability to balance
authenticity and performance expectations; and being able to envision and proactively adapt to a
healthcare system characterized by rapid change and chaos (Huston, 2008).
No review is complete without a brief discussion of transformational leadership. Burns’ 1978
definition of transformational leadership involved forming “a relationship of mutual stimulation
and elevation that converts followers into leaders and may convert leaders into moral agents”
(Burns, 1978 as cited in Sosik & Godshalk, 2000). Vision and charisma of the transformational
leader will motivate employees (Farag, Tullai-McGuinness, & Anthony, 2009). The following
four behaviors were associated with transformational leaders: individualized consideration,
intellectual stimulation, inspirational motivation, and idealized influence (Bass & Avolio, 1994
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as cited in Sosik & Godshalk, 2000). Transformational leadership builds follower trust as a result
of time spent in teaching and coaching others. The transformational leader treats others as
individuals with unique needs, abilities, and aspirations. This leader helps to develop the
strengths of others and listens attentively to the concerns of others (Bass & Avolio, 1994 as cited
in Sosik & Godshalk, 2000).
Further review of transformational leadership led to the discovery that there are four named
competencies for this empowering leadership style: namely management of attention,
management of meaning, management of trust, and management of self (Sofarelli & Brown,
1998). Traditionally, nurses are trapped in a transactional organizational model, and it usually
takes years to see change. Transformational leadership styles led to better team building and
team development. Nurses would learn to question the status quo (Thyer, 2003).
In this new quantum age, the nurse leader has to learn to adapt to new practice skill sets in an
ever-changing environment. Porter-O’Grady (1999) recommended that self-management is one
skill-set needed, as is proficiency in new technology. This author challenged nurse leaders to
transition to the following behaviors: “move focus from process to outcomes; align role to
information infrastructure rather than functional performance; focus on team results rather than
individual performance; manage data complexes rather than individual events; facilitate
resources rather than direct work; transfer skill-sets rather than make decisions for staff; develop
staff self-direction rather that giving direction; focus on obtaining value rather than simply
finding costs; build consumer-driven structure rather than provider-based system; construct
horizontal relationships rather than maintain vertical control mechanisms; and facilitate equitybased partnerships rather than control individual behaviors” (Porter-O’Grady, 1999).
There are many nursing theorists, one of whom is Orlando. She is credited with the nursing
process theory, which recognized the importance of patient participation in the process of
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nursing. When this theory was expanded to include nursing leadership, the focus continued to be
the patient (Tomey & Alligood, 2006). In utilizing this theory, leadership roles modeled her
dynamic leader-follower relationship (Laurent, 2000).
Looking further into leadership led the researcher to examine the emerging workforce. In a
generational study of what the workforce wants in its leaders, Wieck showed “how nursing
competes for the best and the brightest of this reduced labor pool which will influence practice
and leadership for the next 40 years” (Wieck, Prydun, & Walsh, 2002). Empowerment was cited
as the key to effective leadership. To empower with self-confidence was of most importance and
this was accomplished by encouraging, coaching and supporting new leaders. A nurse leader can
learn management by attending class and reading textbooks, but true leadership is to be learned
by real life experiences dealing with success and failures.
One model of nursing is the Synergy Model, as developed by the American Association of
Critical Care Nurses. Synergy was defined as “…an evolving phenomenon that occurs when
individuals work together in mutually enhancing ways toward a common goal (Curley 1998, as
cited in Kerfoot, 2001). Kerfoot noted that it is the nursing leader’s responsibility to develop an
organizational infrastructure that supports synergized care. In this nursing model, the leadership
competencies were those of clinical judgment, advocacy and moral agency, caring practices,
facilitation of learning, collaboration, systems thinking, response to diversity, and clinical
inquiry. Kerfoot posited that the leader must be a synergist, bringing diverse work groups
together in a productive, synergized harmony (2001). The outcomes of this model focused on the
patient, the nurse and the healthcare system working synergistically towards a common goal.
Kerfoot was also convinced that the “…leader cannot provide direct care. The leader’s obligation
is to create the environment in which good people can provide good care” (Kerfoot, 2001 as
cited in Valentine, 2002)
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The literature also stated that at any given time there are four generations present in the
workforce with multiple relationships existing between them. It is desirable to have a level of
congruence between these leaders from different generations.
This new emerging workforce is focused on flexibility, training, mentoring, and money. They
are typically not joiners, nor do they belong to professional organizations as members or leaders
(Wieck et al., 2002). This generation wants to do their job, get paid and go home. They are not
eager to take on the responsibilities of a leadership position. The patients are getting more
complex and the focus again is on training for clinical skills and no focus on assuming a
leadership role.
There were two separate studies of magnet hospitals. One was conducted between 1983 and
1991 by Scott, Sochalski, & Aiken and a repeat study in 1998 by Hart. The following were a list
of important leadership qualities identified: (a) is able to see situations from another’s point of
view; (b) gets along well with others; (c) has high personal integrity; (d) empowers and
encourages others to act; (e) brings people of different backgrounds together; (f) sets high
standards and holds people to them; (g) sets directions and persuades others to follow them, and
(h) is popular and charismatic (Scott, Sochalski, & Aiken, 1999 as cited in Wieck et al., 2002).
Between 1983 and 1991, magnet hospital studies were conducted to assess and describe what
nurses wanted in their leaders. Those attributes or traits were: visionary and enthusiastic;
supportive and knowledgeable; maintain high standards and high staff expectations; value
education and professional development of all nurses within the organization; uphold position of
power and status within the organization; highly visible to staff nurses; responsive and maintain
open lines of communication; and actively involved in state and national organizations (Scott,
Sochalski, & Aiken, 1999 as cited in Wieck et al., 2002). Years later, another study on magnet
hospitals described the following nursing leadership qualities: able to see situations from
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another’s point of view; gets along well with others; has high personal integrity; empowers and
encourages others to act; brings people of different backgrounds together; sets high standards
and holds people to them; sets directions and persuades others to follow them; and is popular and
charismatic (Hart, 1998 as cited in Wieck et al., 2002).
In a 2007 study by Sherman, Bishop, Eggenberger, & Karden, 40 chief nursing officers were
asked to identify nurse managers with greater then two years experience and under two years
experience (Sherman et al., 2007). Of those that responded, 120 nurse managers were
interviewed. The study findings demonstrated six competency categories for nursing leadership
competency. The first was personal mastery, which like other competencies focused on the
leader’s understanding of one’s self. These leaders demonstrated self-confidence. The second
competency was interpersonal effectiveness, which included communication, listening skills,
conflict management and being visible for the staff. The third competency was human resource
management, to include recruitment and retention of staff. The fourth competency was financial
management. Most participants in this survey felt it was their weakest area. The fifth competency
was caring for staff, patients, and self. The participants stated that the staff needed to feel that
they were cared for and connected to the leader. Of course, this started with the leader caring for
themselves, then patients and staff. The final competency was systems thinking. The participants
realized that nursing does not happen in a vacuum or in silos, but quite the opposite. The various
hospital units, departments or systems are all interconnected and collaborate together for the
benefit of all. Those nursing managers interviewed noted that there needed to be life-work
balance. This was significant to their continued stay in this position. This study stated that the
implications for nursing leaders was that support, strengthening, and nurturing of the nurse
manager were needed for positive professional and patient outcomes.
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The most recent review of literature noted the following as the most desirable traits of a
nursing leader as reported from the emerging workforce, those ages 18-35: honest; motivates
others; receptive to people; positive; good communicator; team player; good people skills;
approachable; knowledgeable; and supportive (Wieck et al., 2002). Those already entrenched in
the workforce with ages greater then 35 years old, noted these traits: honest, high integrity; good
people skills; receptive to people; good communicator; positive; fair; empowering; supportive;
and approachable (Wieck et al., 2002). The highest ranking most desirable trait for both groups
was honesty. The author categorized these traits and summed them up as nurturing and
supportive. All these traits were indicative of what the generations in the workforce are looking
for in their nursing leadership.
These same two groups also listed and ranked the leaser desirable traits of a nursing leader.
They were: risk taker; good business savvy; cheerful; calm; high energy; detail oriented; strong
willed; inspirational; and sense of humor. The emerging workforce, age 18-35 also listed
“visionary” as a least desirable trait, while the over 35 age group listed “available” as a least
desirable trait. It would appear that we do not want our nursing leaders to possess these traits,
however this study viewed them as important and of value. It is the study population who ranked
the other traits more desirable, given the listing of traits.
In the study conducted by Wieck, surveys were collected from the emerging workforce of
nurses (ages 18-35) and from the entrenched workforce (greater then age 35). The surveys were
divided to separate the emerging workforce from those already entrenched. A listing of 50
characteristics was generated. The participants were asked to rank them. The findings listed
several desirable traits of a leader by nurse workforces. The following traits were noted as
desirable on both lists: honest; receptive to people; positive; good communicator; good people
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skills; approachable; supportable. “Honest” received the highest rank as a characteristic for both
groups surveyed.
The emerging workforce group and the entrenched group were also asked to rank the least
desirable traits of a leader. The following made the least desirable list for both work groups: risk
taker; good business savvy; cheerful; calm; high energy; detail oriented; strong willed;
inspirational; sense of humor.
These lists of desirable traits gave insight into the characteristics that the leader of the future
must possess if others are to follow them. It also revealed us what the emerging workforce finds
less desirable in their leader. The literature suggested that further research is needed to test these
traits and identify desired behaviors associated with the desirable traits. This will lead to the
formation of best practices models (Wieck et al., 2002).
Factors that influence nursing leadership development can be found in the review of literature
on nursing leadership. Some of these factors included: self-confidence, innate leader
qualities/tendencies, progression of experiences and success, influence of significant people and
personal life factors (Allen, 1998). Those nursing leaders that participated in this
dialogue/interview noted that during childhood is when self-confidence was fostered. It was
usually a specific person, usually a parent, who encouraged early educational opportunities and a
personal friend who applauded the risk-taking behavior. These young adults were the “joiners”
of clubs and school activities demonstrating their innate leader tendencies. Some mentioned a
progression of positive experiences that led to their further leadership development, whether it be
a change agent project or similar new assignment. There were also significant people, educators
or mentors, who encouraged leadership development by way of advanced education or new skill
sets or opportunities. The interactions of all these components led to career progression and
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nursing leadership development (Allen, 1998). Three theoretical constructs validated this
study…
Albert Bandura’s Social Learning Theory considers how people learn. The
Pygmalion Effect, which was described by Berlew and Hall, Livingston, and
Eden, postulates how managers influence subordinates’ performance, whereas the
Galetea Effect, also described by Eden, considers how an individual’s personal
beliefs can influence performance (Allen, 1998).
Another study utilized an evidence-driven approach to conduct their qualitative research.
Researchers looked at leadership development needs and experiences of both the novice and
experienced nurse managers. One study question asked what was the most satisfying aspect of
their leadership role. The top five answers were: autonomy and flexibility; situational power and
control; ability to influence and change practice; ability to effect positive clinical outcomes and
creativity in program development (Sullivan, Bretschneider, & McCausland, 2003). The second
question asked what was the most challenging aspect of the role. The participants’ top five
answers were: staffing; lack of associated systems support (environmental services,
maintenance, etc.); limited control over work environment; limited supportive resources
(clerical, ancillary, educational, or managerial); and changes in healthcare delivery and health
industry business practices (Sullivan et al., 2003). When asked what the developmental and
educational needs of the new nurse managers were, participants responded: communication
skills; organizational skills/prioritization; financial management, budgetary, and payroll skills;
conflict resolution; and performance management (staff counseling and evaluation). The
experienced nurse managers answered differently, noting: conflict resolution; managing
multiple sources of professional nurse resources; recruitment and retention marketing strategies;
human resources updates; and updates on regulatory agency compliance issues. The authors of
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this study recommended the implementation of a nationally recognized leadership development
curriculum for health system nurse managers and continuing advancement of multidisciplinary
leadership development programs (Sullivan et al., 2003).
It was evident from literature review that there are numerous competencies, skills, traits or
attributes to describe leadership. Many of these terms were interchangeable and can be
confusing. In 2007, Jennings, Scaizi, Rodgers, & Keane discovered that there was a lack of
discrimination between leadership and management competencies. The terms leadership,
management, and administration were used synonymously, and they are not (Scoble and Russell,
2003, as cited in Jennings et al., 2007). These authors wanted to focus on the nursing leadership
competencies as they can be trained and taught and are essentially measurable. Of the 894
competencies identified in the literature search, they were able to group and rank them by
categories applying to leadership and management, respectively. The authors noted that 862
competencies were common to both leadership and management. The top 10 competency
categories for leadership were: personal qualities; interpersonal skills; thinking skills; setting the
vision; communication; initiating change; developing people; health care knowledge (clinical,
technical, as a business); management skills (e.g. planning, organizing); and business skills (e.g.
finance, marketing) (Jennings et al., 2007). The top 10 competency categories for management
were: interpersonal skills; personal qualities; thinking skills; management skills (e.g. planning,
organizing); communicating; business skills (e.g. finance, marketing); health care knowledge
(clinical, technical, as a business); human resources management; initiating change; and
information management (Jennings et al., 2007).
Wilson (2004) concluded post factor analysis that there were 6 trait factors and 7 behavior
factors that represented the leader whose focus was people and organizational development.
Those traits were: analytical, assertive, cooperative, dedicated, personable, and practical. The
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behaviors were: advisor, charismatic, competitive, delegator, developer, focused, and
supportive.
Also in 2007, The Center for Creative Leadership commissioned a study to examine any
emerging trends in leadership since its research in 2003. They asked the participants to identify
at least three skills that would be needed in the future. Working across boundaries effectively,
notably collaboration, was cited 49%. Leadership change was the second highest at 38 %. This
was followed by building effective teams that rated 33% (Martin, Willburn, Morrow, Downing,
& Criswell, 2007).
Horton-Deutsch and Mohr wrote an opinion article on the absence of nursing leadership.
Their clinical students were asked to observe nursing leadership on the frontlines of an inpatient
hospital setting. The authors used Dilts’ leadership paradigm to analyze the influence of the
nursing leadership role at different levels (Horton-Deutsch & Mohr, 2001). At the meta
leadership level, the focus was on identity, vision and purpose. The macro leadership role dealt
with beliefs systems, values and identity. At the micro leadership level the focus involved the
working atmosphere or environment, behavior and capabilities.
The students discussed the ideals taught in nursing school and the realities of practice. The
authors devised and compared two hypothetical nursing units on the basis of leadership style.
They concluded that hospitals allowing free exercise of authority, autonomy and decisionmaking had more positive outcomes, higher patient satisfaction, lower mortality rates and greater
retention.
Nursing leadership has been twofold. The instrumental or operational side addresses the
work. This researcher means by this that the leaders look at the hours worked; the skill mix of
the work; the patterns and schedules of the work. The cultural side of nursing leadership looks at
how we influence and create a vision to transform care. Cultural leadership gives meaning to the
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things we do. This is where autonomy, decision-making and our ethical beliefs and standards are
housed.
Sir Francis Bacon wrote that “knowledge is power” and that is still true today. Nursing
leaders need to guide us on what is in the best interest of our society and our patients. They use
knowledge as an empowerment tool to get this done. They lead through awareness (Mahoney,
2001). Still another question for the ancients: what would you do, Florence Nightingale?
Florence demonstrated leadership skills. She wielded political influence. She expected that
people would pay for the services of a nurse. She had confidence in her abilities, and she showed
concern for the people of the world. She’s still teaching us today (DeBack, 2001).
Some organizations have gone to succession planning to secure nursing leadership for the
future. Several identified competencies of succession planning included: managerial
competencies; developing and empowering others; financial acumen; clinical excellence;
relationship management; strategic catalyst; innovative leadership; and effective decisionmaking (Evans, 2009). Each identified competency has selected behaviors that the nurse leader
must demonstrate. The employees deemed to have “high potential” for succession planning are
identified and coached. They are given feedback about their self-assessments and opportunities
for growth
The search of the literature was narrowed to include a specific search for shortages in
oncology leadership. No document was found that addressed the oncology specialty.
It is evident from this review of the literature that nursing leaders need leadership and
management skills. This leadership is a process that exists at all levels within an organization.
There are various styles, traits, behaviors or attributes that go along with each element. The
review of literature does suggest that we are leaving autocratic, bureaucratic styles behind in
favor of participative and transformational leadership. With the eminent nursing leadership
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shortage it is imperative to foster the learning of these leadership skills now. The generations at
work in the workplace need nursing leadership. There are any number of opportunities and
programs for leadership development, some more apt then others. The movement needs to be
towards them. The nurse leader needs to be a lifelong learner and take responsibility for selfdevelopment and the development of others.
Cancer Burden

The American Cancer Society annually publishes a report summarizing the most current
scientific information about cancer. Cancer is generally characterized by a group of diseases that
have uncontrolled growth and spread of abnormal cells. If uncontrolled, it can lead to death. In
2009 about 1,479,350 new cancer cases were expected to be diagnosed (American Cancer
Society, 2009). This does not include noninvasive cancer or carcinoma in situ except for urinary
bladder. This also excludes basal and squamous cell skin cancers, of which more then 1 million
cases are expected to be diagnosed. In 2009 about 562,340 people were expected to die from
cancer. Cancer is considered the second most common cause of death in the United States. Heart
disease is considered the most common cause.
For Louisiana, an estimated 22,170 new cancer cases were expected to be diagnosed in 2009.
Of these statistics, 2,700 will be female breast; 190 will be uterine cervix; 2,330 will be colon
and rectum; 430 will be uterine corpus; 660 will be leukemia; 3,650 will be lung and bronchus;
630 will be melanoma of the skin; 960 will be non Hodgkin lymphoma; 3,160 will be prostate
and 910 will be urinary bladder.
Louisiana is estimated to have 8,810 deaths caused by cancer in 2010. The largest number of
deaths will be from lung and bronchus cancer, 2,700; colon and rectum, 910; and female breast,
690.
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Nursing leadership is needed in this arena in many areas. Leaders are needed to assist with
advocacy, screening, prevention, early detection, patient education, staff education, research, and
treatment. Through such leadership patients will gain access to the expanded healthcare system
and be assisted in overcoming barriers to health care.

Nursing Leadership Development
There is a shortage of nurses who are ready to assume leadership roles. Historically, we have
seen many ill-prepared diploma or associate degree nurses moved into leadership roles with little
or no preparation. A slew of leadership development programs and initiatives have sprung up to
address this need. Little has been done, though, to proactively address the issue. A few of the
initiatives are: Sigma Theta Tau’s Chiron Mentoring Program, The American Organization of
Nurse Executives Leadership Exchange Project, Robert Wood Johnson’s Executive Nurse
Fellow Program, the National League for Nursing’s certification examinations for nurse
educators, and the American Association of Colleges of Nursing’s White Paper on the Role of
the Clinical Nurse Leader (Woodring, 2004).
The Health Care Advisory Board administered a survey to nursing leadership and identified
12 competencies of the nursing leader. They are communication; performance management; staff
development and retention; managing conflict; coalition building and peer leadership; leading
change; analytic skills; financial acumen; operations management; customer focus; legal and
regulatory compliance and core attributes to include realistic self-confidence, clinical credibility,
flexibility, and work-life balance (The Health Care Advisory Board, 2002).
In early 1990, the Oncology Nursing Society’s Board of Directors made a commitment to the
development and funding of leadership programs. In 1998, the ONS Leadership Development
Institute was hailed as the cornerstone of this commitment. This model of leadership
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development illustrated how a professional organization could benefit by investing in it
membership. Graduates of LDI pay back by supporting other oncology-nursing colleagues,
mentoring new nurses and nursing students, holding leadership positions, and re-entering the
workforce. They also serve as magnet champions, clinical ladder mentors, and preceptors. Many
of these leadership positions may not have been considered by them if it were not for
participation in this program.
The Oncology Nursing Society developed the Leadership Development Institute with the
following objectives in mind: understand the impact of change on oneself and the work team;
demonstrate effective presentation skills, incorporating the use of technological resources, public
speaking tips, marketing concepts, and media training; use the “Five Practices of Exemplary
Leadership” as a guide for the leadership process; develop a project plan and effective
implementation steps; examine and clarify leadership styles, as well as personal strengths and
values; initiate the development of a personal vision statement; and network with other nurses
from across the country and world.
The ONS Foundation Center for Leadership, Information, and Research (CLIR) obtained an
educational grant from GlaxoSmithKline and was able to establish the ONS/LDI.
The conceptual framework was organized into three phases. During phase 1, the LDI fellows
participated in a four-day conference presented by faculty, national leadership experts and ONS
volunteer leaders. The nurses were provided with knowledge, behaviors, values, and skills
necessary for leadership. During phase 2, the fellows developed a yearlong leadership project,
allowing them to apply the new skills and knowledge learned. In phase 3, the fellows
disseminated the project content and passed on learned leadership skills to other nurses,
oncology nurses and other peers.
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The program is currently evaluated by tracking and recording the number of LDI applications
each cycle; the caliber of each application and the actual LDI participant’s demographics. Since
its inception, LDI has graduated eight classes, approximately 400 fellows. Three hundred
twenty- seven of the 400 graduates or 81% are serving in a leadership capacity at the local or
national level (Oncology Nursing Society, 2008).
Other program statistics include: 35% reported submitting manuscripts for publication; 44%
submitted an abstract for presentation; 82% presented at a conference or meeting; 33% went
back to school; and 27% conducted a research study. Additionally, 27% went on and obtained
specialty certification, and 77% assumed mentorship roles after attending.
Leadership Practices Inventory (LPI)
Kouzes and Posner began a research project in 1983, based on wanting to know what people
did when they were at their personal best in leading others. They later wrote a book known as the
Leadership Challenge. Together they performed more then 550 surveys and spent countless
hours interviewing people who had dramatic leadership stories to tell. They performed an
analysis of the best cases and developed a model of leadership that is called The Five Practices
of Exemplary Leadership. The five practices are: model the way, inspire a shared vision,
challenge the process, enabling others to act and encourage the heart.
In modeling the way, leaders created a standard of excellence and set an example for others to
follow. The leader sets small achievable goals and assists others in overcoming change. The
leader treats others as they should be treated and purses goals in a way that larger objectives can
be accomplished.
The practice of inspiring a vision is based on the passion of the leader in believing that they
can make a difference. The future is envisioned as an ideal, unique image. These leaders use
quiet persuasion to excite and magnetize people about what the future could be.
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When leaders challenge the process, they look for opportunities to innovate change. These are
the risk takers that often experiment and accept some failures as a path to learning opportunities.
When leaders enable others to act, the build team spirit and encourage collaboration with
others. They create an atmosphere of trust where all can work together congruently with respect
and dignity for each other. They strengthen each other.
The last practice of exemplary leadership is that of encouraging the heart. These leaders have
heart and recognize heroic efforts of others. They reward and compliment. They assure that
everyone makes contributions for the end product.
The quantitative instrument they developed is known as the Leadership Practices Inventory
(LPI). It is an extensively researched management development tool. (Kouzes & Posner, 2003).
The Leadership Practices Inventory was the tool originally offered to the participants in the
Oncology Nursing Society Leadership Development Institute. The basic structure of the
instrument was a measurement of the five scales of leadership practices, each one measured by
responses to six statements, on a five point Likert scale, about how frequently the behavior was
engaged in.
The tool utilizes a set of statements that describe each of the various leadership actions and
behaviors. The original tool used a five point Likert scale. In 1999 the tool was reformulated to
use a ten point Likert scale, now referred to as an anchored scale. The scale ranges for example:
(1) almost never do what is described in the statement; (2) rarely; (3) seldom; (4) once in a while;
(5) occasionally; (6) sometimes; (7) fairly often; (8) usually; (9) very frequently; and (10) almost
always do what is described in the statement.
The LPI houses thirty statements, six statements for each of the five practices of exemplary
leaders. The tool usually takes ten minutes to complete. It is often referred to as the LPI – Self
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form. Additionally this tool may be given to observers, direct reports, co-workers or peers to
obtain feedback on the leader. This form is referred to as the LPI-Observer form.
Psychometric Properties of the LPI
Means and Standard Deviations
The mean score indicated that the most frequently reported practice is that of Enabling;
followed by Modeling the Way. The next practice of Challenging and Encouraging have similar
average scores. The least frequently engaged in practice is that of Inspiring (Posner & Kouzes,
1993).
Internal Reliability
Reliability refers to the degree of consistency with which the instrument measures whatever it
is measuring. (Ary, 2006). Instrument reliabilities above .60 are considered good. The LPI
instrument reliabilities are above this at .75. The fewer errors, the more reliable the instrument.
Internal reliability of the tool was measured by Cronbach’s Alpha and all the scales were above
the .75 level (Posner & Kouzes, 1993).
Comparisons Based Upon Individual Differences
Demographic characteristics such as age, marital status, years of experience, educational level
have been found to have no relationship to the LPI scores. Similarly, organizational features such
as size, functional areas, line versus staff positions also have no relationship to the LPI scores.
There were no characteristics found to be related.
Comparisons Between Self and Observer Perspectives
The Leadership Practices Inventory has an observer form that can be given to direct reports,
peers or co-workers to gain feedback on the practices of the leader. There is no statistically
significant difference between the leader and their constituent. Usually as sample size increases,
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the chance of finding a difference increases too. This is true for the Leadership Practice
Inventory tool.
Comparisons Between Males and Females
There is no significant difference between males and females on the LPI – Self tool. Both
groups reported similar frequency in utilizing the five exemplary leadership practices. Both
genders reported engaging in Modeling the Way, Inspiring a Shared Vision, Challenging the
Process, and Enabling Others to Act. Females did report using the practice of Encouraging the
Heart more often then the males did.
Comparisons Between Public/Non-Profit and Private/Business Respondents
There was no reported statistically significant difference between the respondents of
public/non profit managers and private/business managers. Studies were conducted comparing
government managers matched with business managers. Studies were conducted involving
public or private health sector positions and also found no difference.
Comparisons Across Functional Disciplines
Functional disciplines were identified as customer service, finance, information systems,
manufacturing, and marketing. The LPI scores were compared across the functional fields or
disciplines and there was no statistically significant difference for the three leadership practices
of Modeling, Challenging, and Enabling. The difference for Inspiring and Encouraging were due
to respondents in the Finance discipline being lower or different in these two practices.
Comparisons Across Ethnic Background
In a study comparing Caucasians to people of color (Black, Hispanic, and Asian), they did not
differ on Challenging, Enabling, or Encouraging. The people of color reported higher use of the
practice of Modeling and Inspiring. Further assessment, as provided by their constituents, saw
no systematic differences based on ethnic background.
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Cross-Cultural Comparisons
Several cross-cultural comparisons have been made using the scores of the LPI. In comparing
the United States and the United Kingdom, Enabling was most frequently used leadership style
by both countries. There was a study comparing staff nurses in the United States and China and it
was found to be easily used across the boundaries.
Validation of the LPI
Validity is defined as the extent to which an instrument measured what it claims to measure
(Ary, 2006). Face validity is an assessment of the appearance that an instrument measures what it
intends or purports to measure (Ary, 2006). The LPI instrument is reported to have excellent face
validity. The validity of this instrument was also tested utilizing factor analyses of the content
areas. The stability of the five factor solution was tested from different sub samples. In each case
it was similar. Five interpreterable factors were obtained that were consistent with the five
subscales of the LPI. Still further validation of the tool was done using several meta review of
the leadership development instrument.
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Chapter 3
Methodology
Population and Sample
The target population in the study is registered nurses in the United States with a specialty
in Oncology nursing. The sample chosen for the study is a non-random convenience sample of
registered nurses with Oncology Nursing Certifications who participated in the Oncology
Nursing Society, Leadership Development Institute as fellows from 1998 through 2008 who
reside in the United States. The control group for this study will be the fellows who are entering
the program in October 2009. A convenience sample was chosen based on the availability of the
participants and access to them by the researcher. The researcher was also a participant in the
fellowship program and is aware of potential bias with regard to this study.
Ethical Considerations and Study Approval
Prior to collecting data, an application for exemption from institutional oversight was
submitted to the Louisiana State University Institutional Review Board and obtained. The study
was exempted by the Chairman of Institutional Review Board, IRB # E4681 (Appendix A).
Study Design
Based on current research design, a descriptive research or survey research design was
selected for the purpose of gathering information from groups of subjects. In this case one group
was considered the control group, as they have not attended Leadership Development Institute.
The other group, those who have graduated as fellows from the Leadership Development
Institute, was be the study group. The survey instrument allowed the researcher to gather
information and summarize the characteristics of the groups (Ary, Jacobs, Razavieh & Sorensen,
2006).
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The survey technique allowed the researcher to gather data and information from a large
sample size. The technique is both quick and inexpensive. Dillman, Smyth, & Christian (2009)
cited a few advantages of electronic mail surveys as having prompter returns, lower item non
response, and more complete answers to open-ended questions. This survey technique allowed
the respondent to complete the survey at their leisure. It also allowed for follow up e-mail
reminders and communication.
Instrumentation
An extensive review of the literature determined that no existing instrument captured the
leadership concepts the researcher was interested in reviewing. The instrument was a researcherdesigned survey. The researcher designed the survey instrument with the objectives in mind. A
copy of the survey for the control group and study group may be found in the appendix section of
this research paper (Appendix B, C).
The survey included various descriptive variables such as: age, gender, race, marital status,
current employment status, highest degree obtained in nursing, highest degree obtained in other
than nursing, number of years as a registered nurse, current job position, previous leadership
education, retirement plans, mentoring of others, number of those mentored, position of those
mentored, mentoring for self, number of years of nursing experience of mentor. Both the control
group and the study group were asked to address these variables. Additionally, the study group
were asked to describe the following variables: year they attended LDI, leadership education
since LDI and leadership positions since LDI.
Another section of the survey instrument referenced the five practices of exemplary
leadership noted in the Leadership Practices Inventory (LPI) as defined by Kouzes, J. & Posner,
B. (2007). The study group participants were asked to rate the frequencies that they utilized each
practice since attending LDI.
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The American Nurses Association in the Standards of Professional Performance (2004a)
described leadership as a standard of practice. All participants, both control and study group,
were asked to select the frequency that they utilize each practice. Additionally, the Advanced
Practice Registered Nurses were asked to select the frequency they utilize the practices
referenced in the Advanced Practice Registered Nurse section of the American Nurses
Association Standards of Professional Performance. Those nurses who function as a Role
Specialty Nurse were asked to select the frequency they utilize the practices referenced in the
Role Specialty Nurse section of the American Nurses Association Standards of Professional
Performance.
The researcher is interested in how the participants have impacted the cancer burden by their
efforts with advocacy, screening, prevention, early detection, patient education, staff education,
research and treatment. The participants, both the control and study groups, were asked to
indicate all the health care programs in which they have participated. This list includes: skin
cancer screening; prostate cancer screening; smoking cessation; reduce tobacco products use and
exposure via prevention education; promotion of genetic screening; survivorship programs;
advocacy and/or public policy programs; navigation programs; community outreach; promote
healthy foods in schools, work places or communities; provide safe, enjoyable, and accessible
environments for physical activity in schools and for transportation and recreation in
communities; and research.
The participants, both the control group and study group, were also asked to select all the
early detection programs in which they have participated. The list includes: early detection
breast cancer; early detection prostate cancer; early detection skin cancer; early detection
cervical cancer; early detection colon and rectal cancer; early detection endometrial cancer.
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Promoting healthy lifestyles is a component of patient and family education. The participants,
both the control group and study group, were asked to select all the patient education programs
in which they have participated. The list includes: healthy lifestyles; limit consumption of
alcoholic beverages; weight control; physical activity; dietary patterns; educate on relationship
between weight control, diet, physical activity and cancer; reduce sun exposure; and vaccination
against HPV to prevent cervical cancer.
Many hospitals are pursuing recognition for nursing excellence through the American Nurses
Credentialing Center Magnet designation. This is the highest international recognition awarded
for excellence in nursing. The Magnet model is a scholarly process of statistical analysis,
integration of evidence and expert review (American Nurses Credentialing Center Magnet
Recognition Program, 2008). Magnet has defined top leadership traits, skills and attributes. The
participants, both control and study group, were asked to rate themselves on these leadership
qualities. They included: accessible, collaborative, communicative, flexible, good listener,
honest, influential, knowledgeable, positive disposition, supportive and visible.
The participants, both control and study groups, were asked if they precept or mentor newly
licensed nurse. They were asked if they precept or mentor other licensed nurses. They were
asked if they serve as clinical faculty in a local academic institute. They were asked if they
participate on a care improvement team and do they monitor quality standards and safe practice.
For the purpose of this study the researcher has selected four leadership styles that nurses
identify with. They are transformational leadership, transactional leadership, emotional
intelligence leadership and authentic leadership. These leadership styles were defined for the
participants. The participants, both control and study groups, were asked to select the frequency
of use of each of these identified leadership styles.
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The Health Care Advisory Board (2002) is a health care consulting firm specializing in
research, executive education and leadership development, decision-support tools, and
consulting. They have identified 12 leadership competencies based on research. The participants,
both control and study groups, were asked to select the three that are of most importance in their
opinion.
Satisfaction often impacts the job that people perform. The participants were asked how much
does their leadership role contribute to their personal nursing satisfaction. They were also asked
if their employer advocates succession planning for nurse leaders.
The final component of the survey asked the participants to rate their organization. The
Center for Creative Leadership (Martin, Wilburn, Morrow, Dowing, & Criswell, 2007) did a
research white paper on the changing nature of leadership. With permission from the authors of
this publication, a tool used in the white paper was utilized to assess the organizations approach
to leadership across a paired continuum. One side of the continuum holds the traditional
approach to leadership, while the other poses the collaborative view. The participants were asked
to select the scale rating that best describes, in their opinion, where their organization views
leadership.
The control group were sent a similar survey with elimination of the question group
referencing leadership practices post attendance of the program. A copy of the survey may be
found in the appendix section of this research paper (Appendix B).
All selections were in a forced report format. The respondent did not have the option to free
report or skip a question, should he/she not recall the data. Free reporting allows for improving
the validity of retrospective reports (Miller et al., 19997). Data could be lost from free reporting,
therefore the forced report format.
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The identified oncology registered nurses were sent the survey instrument via e-mail from the
Oncology Nursing Society. The nurses were asked to self-report. The survey program to be used
was Zarca, as this program is already in use by the Oncology Nursing Society.
The researcher has completed the NCI Human Participant Protections Education for
Research Teams on-line course (Appendix D).
Validity and Reliability
The original survey instrument was reviewed by experts to establish face and content validity.
The subject matter experts have expertise in the following areas: adult education, social science
research, and nursing research. Appropriate revisions were made to the instrument based on the
input of each expert with regards to the clarity of each question, question structure, survey flow
and necessity.
Several fellows from the LDI program live in the vicinity and volunteered to respond to the
questionnaire. They gave feedback on issues such as readability, clarity of questions, flow of
survey, definition of terms, and amount of time taken to complete the survey. Appropriate
revisions were made based on this feedback.
Data Collection
Prior to starting the study the researcher contacted the Oncology Nursing Society to obtain
permission to access members who completed the Leadership Development Institute. The
Manager of Member Relations granted permission to access the entire list of graduates from the
Leadership Development Institute for the purpose of this research study. Permission was also
obtained to access the current list of LDI fellows who have not started the program. They will
serve as a control group. Additionally, they granted permission to access these members via the
survey program, Zarca Interactive. The on-line survey is both economical and convenient. The
survey was accompanied by an initial address from the researcher, briefly explaining the purpose
46

of the research, emphasizing voluntary participation and guarantee of confidentiality. All
communication was by e-mail and survey instrument. Additionally, researcher contact
information was given to the respondents should they have any questions about this research
project. Informed consent was implied by completion of the survey tool. The researcher and the
Oncology Nursing Society will jointly share the data. A thank you note was issued to
respondents upon completion of the survey tool.
Multiple contacts were recommended for maximizing response to surveys, according to
Dillman et al. (2007). To accomplish this task, the researcher initially sent out an information
letter via e-mail through the Oncology Nursing Society introducing the survey, its purpose and
inviting participation. This letter contained instructions for completing the survey and the link.
Following this letter of notice, the actual survey was sent out, again requesting participation. The
participants had an initial two weeks to respond. At this time the Oncology Nursing Society, via
Zarca sent out a second notice to the non-respondents prompting them to complete the on line
survey. At the end of this two-week period, the survey was closed. The same process was
followed for the control group.
The study group survey was launched on October 2, 2009 with surveys sent to 556 LDI
graduates. Week 1 had 74 surveys returned (13.3% return rate). Week 2 had a total of 84 surveys
returned (15.1% return rate). Week 3 had 109 surveys returned (19.6% return rate). Week 4, the
final week, had 113 surveys returned (20.3% return rate). These statistics represent the wave of
response.
A sample of 556 fellows, who graduated from the Oncology Nursing Society’s Leadership
Development Institute, was selected to receive the Oncology Nursing Sustainable Leadership
Survey - Study Group (Appendix C) as the study group. Of this sample, 113 (20.32%) completed
the survey, hence a 20% response rate. The initial survey was launched on October 2, 2009.
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Week 1 had 74 surveys returned (13.3% return rate). Week 2 had a total of 84 surveys returned
(15.10% return rate). A reminder note went out on October 14, 2009 to prompt members to
complete the survey. Week 3 had a total of 109 surveys returned (19.6% return rate). A second
reminder note went out to members in an attempt to increase the response rate, and the survey
was held over for an extra week. Week 4 had a total of 113 surveys returned (20.32% return
rate). The study group survey closed on Friday, October 30, 2009 at midnight.
The Oncology Nursing Sustainable Leadership Survey - Control Group (Appendix B) was
launched on October 5, 2009, with a deadline of midnight on October 22, 2009 for completion.
The completion date was selected based on the control group attending Leadership Development
Institute on the weekend of October 23 – 25, 2009. Week 1 had 21 surveys returned (38.88%
return rate). Week 2 had a total of 26 surveys returned (48.14% return rate). A reminder note
went out on October 14, 2009 prompting this group to complete the survey. This sample
contained 54 members, with 38 completing the survey, hence a 70.37% response rate.
The control group survey was launched on October 7, 2009 with surveys sent to 54 LDI
fellows. Week 1 had 21 surveys returned (38.88% return rate). Week 2 had a total of 26 surveys
returned (48.14% return rate). Week 3, the final week, had a total of 38 surveys returned
(70.37% return rate). Theses statistics represented the wave of response.
Data Summary and Analysis
Data collected in this research study were statistically analyzed as described for each specific
objective listed below.
Objective 1: To describe these oncology nurses on the following demographic characteristics:
a.

Age

b. Gender
c. Race
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d. Marital status
e. Employment status
f. Highest degree obtained in nursing
g. Highest degree obtained in other than nursing
h. Number of years as a Registered Nurse
i. Current position
j. Previous leadership education
k. Retirement plans (projected year)
l. Mentoring of others, number and position
m. Mentor for self, number of years nursing experience of mentor
n. Year they attended LDI – study group only
o. Leadership education since LDI – study group only
p. Leadership positions since LDI – study group only

Objective 1 is descriptive in nature and was analyzed using descriptive statistical techniques.
Respondents were asked their age in years of their last birthday. Respondents were asked their
number of years as a Registered nurse. The respondents were asked to select gender. The
responses were coded as follows: “female = 1”, and “male = 2.” Respondents were asked to
select race. The responses were coded as follows: “American Indian/Alaskan Native = 1”,
“Asian = 2”, “Black/African American = 3”, “Caucasian/White = 4”, “Mixed Race = 5”,
“Hispanic = 6”, “Native Hawaiian/Pacific Islander = 7”, and “other race (please specify) = 8”.
Respondents were asked to select marital status. The responses were coded as follows: “married
= 1”, “single/never married = 2”, “cohabitating = 3”, “divorced = 4”, “separated = 5”, “widowed
= 6”, and “other (please specify) = 7”. Respondents were asked to select current employment
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status. The responses were coded as follows: “full time = 1”, “part time = 2”, “prn (as needed) =
3”, “retired = 4”, “not presently working = 5”, and “other (please specify) = 6”. Respondents
were asked to select their highest degree obtained in nursing. The responses were coded as
follows: “diploma = 1”, “associate = 2”, “bachelor’s = 3”, “master’s = 4”, and “doctorate = 5”.
Respondents were asked to write in the title of the highest degree they earned if it was not in
nursing. Respondents were asked to select their current position from a list that contained the
following choices: academic education, case manager, clinical nurse specialist, clinical trials
nurse, consultant, director/manager/coordinator, genetics counselor, medical science liaison,
nurse navigator, nurse practitioner, nurse scientist, patient educator, pharmaceutical
representative, staff educator, staff nurse, vice president/chief nursing officer or other (please
specify).
Respondents were asked if they had previous leadership education. The responses were coded
as follows: “no = 1” and “yes = 2”. Respondents were asked to select the year they planned on
retiring. The responses were coded as follows: “1-5 years = 1”, “6-10 years = 2”, “11-15 years =
3”, “16-20 years = 4”, “21-25 years = 5”, and “other (please specify) = 6”.
Respondents were asked if they mentor others. The responses were coded as follows: “no =
1” and “yes = 2”. If the answer was yes, then the respondents were asked how many they mentor
and who do they mentor. Respondents were asked if they ever had a mentor. The responses were
coded as follows: “no = 1” and “yes = 2”. If the answer was yes, then the respondents were
asked how many years of experience in nursing did their mentor have.
The study group was asked what year they attended LDI. The response ranged from 1998 to
2008. Additionally, the study group was asked what leadership education they had completed
since attending LDI. The choices were: leadership program, management workshop, continuing
education seminar, advanced degree, self-directed learning activity, residency program or other
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(please specify). The study group was also asked if they had obtained any additional leadership
positions or responsibilities since attending LDI.
Objective 2: To describe leadership styles of the study group of oncology nurses utilizing
Kouzes & Posner’s Five Practices of Exemplary Leadership after attending LDI. Objective 2 is
descriptive in nature and was analyzed using descriptive statistical techniques. The analysis
addresses the frequency or percentage that the participant selected the options of never, rarely,
occasionally or regularly for each of the five practices of exemplary leadership. Responses were
coded as follows: “never = 1”, “rarely = 2”, “occasionally = 3”, and “regularly = 4”.
Objective 3: To describe how oncology nurses use leadership skills to facilitate development
and maintenance of care standards by quantifying the specific ANA Standards of Professional
Performance Standard 15, Leadership (new in 2004). Objective 3 is descriptive in nature and was
analyzed using descriptive statistical techniques. For each of these 12 standards, the analysis
addresses the frequency or percentage that the participant selected the options of never, rarely,
occasionally or regularly. Responses were coded as follows: “never = 1”, “rarely = 2”,
“occasionally = 3”, and “regularly = 4”.
Objective 4: To describe which additional measurement criteria of the ANA Standards of
Professional Performance Standard 15, Leadership are utilized by Oncology Advanced Practice
Registered Nurses. Objective 4 is descriptive in nature and was analyzed using descriptive
statistical techniques. For each of these five standards, the analysis addresses the frequency or
percentage that the participant selected the options of never, rarely, occasionally or regularly.
Responses were coded as follows: “never = 1”, “rarely = 2”, “occasionally = 3”, and “regularly
= 4”.
Objective 5: To describe which additional measurement criteria of the ANA Standards of
Professional Performance Standard 15, Leadership are utilized by Oncology Nursing Role
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Specialty nurses. Objective 5 is descriptive in nature and was analyzed using descriptive
statistical techniques. For each of these four standards, the analysis addresses the frequency or
percentage that the participant selected the options of never, rarely, occasionally or regularly.
Responses were coded as follows: “never = 1”, “rarely = 2”, “occasionally = 3”, and “regularly
= 4”.
Objective 6: To describe how oncology nurses utilize leadership skills to impact health care
programs, early detection programs, and patient education programs, by measurement of
participation in these activities. Objective 6 is descriptive in nature and was analyzed using
descriptive statistical techniques. For each of the 14 categories or selections, the analysis
addresses the frequency of participation. Respondents were asked to select all that apply.
Objective 7: To describe oncology nurses on top leadership traits/skills/attributes as described
by ANCC Magnet program competencies. Objective 7 is descriptive in nature and was analyzed
using descriptive statistical techniques. For each of these 11 attributes, the
analysis addresses the frequency or percentage that the participant selected the specific options
for each question. The specific options were coded as follows: “most positive choice = 1”,
“somewhat positive choice = 2”, “somewhat negative choice = 3”, and “negative choice = 4”.
Objective 8: To determine if oncology nurses precept/mentor newly licensed nurses,
precept/mentor other licensed nurses, serve as clinical faculty, participate on care improvement
teams, and monitor quality standards and safe practices. Objective 8 is descriptive in nature and
was analyzed using descriptive statistical techniques. The analysis addresses the frequency or
percentage that the participants selected the option of yes or no. The responses were coded as
follows: “no = 1”, and “yes = 2”.
Objective 9: To determine the frequency of use of four identified leadership styles that identify
with nursing. Objective 9 is descriptive in nature and was analyzed using descriptive statistical
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techniques. For each of these four leadership styles, the analysis addresses the frequency or
percentage that the participant selected the options of never, rarely, occasionally or regularly.
Responses were coded as follows: “never = 1”, “rarely = 2”, “occasionally = 3”, and “regularly
= 4”.
Objective 10: To determine which leadership competencies as described by the Health Care
Advisory Board are the most important to oncology nurses. Objective 10 is descriptive in nature
and was analyzed using descriptive statistical techniques. The analysis addresses the frequency
or percentage that the participants selected the 12 leadership competencies. The respondents
were asked to select the three competencies that were considered most important.
Objective 11: To determine if oncology nurses leadership role provides personal nursing
satisfaction. Objective 11 is descriptive in nature and was analyzed using descriptive statistical
techniques. The analysis addresses the frequency or percentage that the participant selected the
options of very much, somewhat, not very much, or not at all. Responses were coded as follows:
“very much = 1”, “somewhat = 2”, “not very much = 3”, and “not at all = 4”.
Objective 12: To determine if the organization that employs oncology nurses advocates
succession planning for nursing leadership. Objective 12 is descriptive in nature and was
analyzed using descriptive statistical techniques. The analysis addresses the frequency or
percentage that the participants selected the option of yes or no. The responses were coded as
follows: “no = 1”, and “yes = 2”.
Objective 13: To determine if the organization that employs these nurses has a traditional or
collaborative approach to leadership as defined by the Center for Creative Leadership. Objective
13 is descriptive in nature and was analyzed using descriptive statistical techniques. For each
paired level of the continuum, the analysis addresses the frequency or percentage that the
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participants selected the scale choices. The scale allowed the respondent to select from a range of
one being the lowest to 10 being the highest.
Objective 14: To determine the frequency of practice of the ANA standards of Professional
Performance Standard 15, Leadership affiliated with oncology nurses of both the control and
study group. Objective fourteen is descriptive in nature and was analyzed using descriptive
statistical techniques. The analysis addresses the minimum, maximum, mean, standard deviation
and variance. Responses were coded as follows: “never = 1”, “rarely = 2”, “occasionally = 3”,
and “regularly = 4”. Each individual oncology nurse’s score was obtained by determining a
mean based on the 12 ANA Standards of Professional Performance Standard 15, Leadership.
Objective 15: To determine whether differences exist in leadership practices of oncology
control group versus study group nurses as measured by responses to Oncology Nurses
Sustainable Leadership Survey Instrument. Objective fifteen is descriptive in nature as was
analyzed using a T-Test, specifically group statistics, and independent samples test.
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Chapter 4
Results and Discussion
The primary purpose of the study was to describe the impact of participation in the Oncology
Nursing Society’s Leadership Development Institute on the leadership skills of oncology
registered nurses employed in various clinical settings around the United States. A total of 151
subjects were surveyed; 113 from the study group and 38 from the control group. Findings and
analysis of the Oncology Sustainable Leadership survey data are presented in the chapter.
Results are arranged and presented by research objective and include objectives one through
thirteen.
Objective One
Objective one was to describe these oncology registered nurses, both control and study
groups, on the following demographic characteristics:
a. Age
b. Gender
c. Race
d. Marital status
e. Employment status
f. Highest degree obtained in nursing
g. Highest degree obtained in other than nursing
h. Number of years as a Registered Nurse
i. Current position
j.

Previous leadership education

k. Retirement plans
l. Mentoring of others, number and position
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m. Mentor for self, number of years nursing experience of mentor
n. Year they attended LDI - study group only
o. Leadership education since LDI - study group only
p. Leadership positions since LDI - study group only
a. Age – Control Group
The sample was initially described on the variable “Age”. Respondents were asked to
document their age at last birthday in years. The mean age of the group was 44.66 years old. The
range had a minimum age of 28 and a maximum age of 60. The largest numbers of respondents
were 36 (n = 3, 7.9%) and 60 (n = 3, 7.9%) years old. Table 1 illustrates data regarding the
sample’s age distribution.
Table 1
Age Distribution of Control Group Oncology Registered Nurses completing Sustaining
Leadership Survey
Age in Years

n

Percentage

28

1

2.6

29

1

2.6

30

1

2.6

31

2

5.3

33

2

5.3

34

2

5.3

36

3

7.9

38

1

2.6

40

1

2.6

42

2

5.3
(Table continued)
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43

1

2.6

44

1

2.6

46

1

2.6

47

1

2.6

48

1

2.6

49

2

5.3

50

2

5.3

51

2

5.3

52

1

2.6

53

1

2.6

54

2

5.3

55

1

2.6

56

1

2.6

59

1

2.6

60

3

7.9

Total

38

100.0

a. Age – Study Group
The sample was described on the variable “Age”. Respondents were asked to document their
age at last birthday in years. The mean age of the study group was 50.29 years old. The range
had a minimum age of 29 and a maximum age of 73. The largest numbers of respondents were
55 (n = 9, 8.0%) years old. Table 2 illustrates data regarding the sample’s age distribution.
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Table 2
Age Distribution of Control Group Oncology Registered Nurses completing Sustaining
Leadership Survey
Age in Years

n

Percentage

29

1

0.9

31

1

0.9

32

1

0.9

33

3

2.7

34

1

0.9

35

2

1.8

36

1

0.9

37

5

4.4

38

1

0.9

40

3

2.7

41

1

0.9

42

2

1.8

43

3

2.7

44

3

2.7

45

2

1.8

46

2

1.8

47

2

1.8

48

2

1.8

49

3

2.7

50

7

6.2
(Table continued)
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51

8

7.1

52

4

3.5

53

5

4.4

54

7

6.2

55

9

8.0

56

8

7.1

57

5

4.4

58

8

7.1

59

1

0.9

60

6

5.3

61

1

0.9

62

3

2.7

64

1

0.9

73

1

0.9

113

100.0

Total

b. Gender – Control Group
Regarding gender of the respondents, the majority (n= 34, 89.5%) indicated their gender as
female. Four respondents (10.5%) indicated their gender as male. Table 3 illustrates this data.
Table 3
Gender as selected by the Control Group Oncology Registered Nurse completing Sustaining
Leadership Survey
Response

n

Percentage

Female

34

89.5
(Table continued)
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Male

4

10.5

Total

38

100.0

b. Gender – Study Group
Regarding gender of the respondents, the majority (n= 107, 94.7%) indicated their gender as
female. Six respondents (5.3%) indicated their gender as male. Table 4 illustrates this data.
Table 4
Gender as selected by the Study Group Oncology Registered Nurse completing Sustaining
Leadership Survey
Response

n

Percentage

Female

107

94.7

Male

6

5.3

Total

113

100.0

c. Race – Control Group
The third variable on which the subjects were described was race. The majority of the
registered nurses reported their race as “Caucasian/White” (n = 26, 68.4%). Six participants
indicated their race as “Black/African American” (n = 6, 15.8%). Three participants indicated
their race as “Asian” (n = 3, 7.9%). Two participants indicated their race as “Hispanic” (n = 2,
5.3%). One participant indicated their race as “Other” (n = 1, 2.6%) and specified Caucasian and
Hispanic. Table 5 illustrates this data.
Table 5
Race as selected by the Control Group Oncology Registered Nurse completing Sustaining
Leadership Survey
Race
n
Percentage
American Indian/Alaskan Native

0

0.0
(Table continued)
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Asian

3

7.9

Black/African American

6

15.8

Caucasian/White

26

68.4

Hispanic

2

5.3

Native Hawaiian/Pacific Islander

0

0.0

Other Race (specify)

1

2.6

Two or more races (specify)

0

0.0

Total

38

100.0

c. Race – Study Group
The subjects were described on the variable race. The majority of the registered nurses
reported their race as “Caucasian/White” (n = 96, 85.0%). Four participants indicated their race
as “Black/African American” (3.5%). Six participants indicated their race as “Asian” (5.3%).
Three participants indicated their race as “Other” (n = 3, 2.7%). Table 6 illustrates this data.
Table 6
Race as selected by the Study Group Oncology Registered Nurse completing Sustaining
Leadership Survey
Race
n
Percentage

American Indian/Alaskan Native

1

0.9

Asian

6

5.3

Black/African American

4

3.5

Caucasian/White

96

85.0

Hispanic

3

2.7
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Native Hawaiian/Pacific Islander

0

0.0

Other Race (specify)

3

2.7

Two or more races (specify)

0

0.0

Total

113

100.0

d. Martial Status – Control Group
Respondents were described on the variable “Current Martial Status”. The majority of the
subjects (n = 24, 63.2%) reported they were married. Seven subjects (n = 7, 18.4) reported that
they were either single or never married. Seven subjects (n = 7, 18.4%) reported that they were
divorced. Current marital status data for the respondents is illustrated in Table 7.

Table 7
Marital Status by Control Group Oncology Registered Nurses completing Sustaining Leadership
Survey
Martial Status

n

Percentage

Married

24

63.2

Single/never married

7

18.4

Cohabitating

0

0.0

Divorced

7

18.4

Separated

0

0.0

Widowed

0

0.0

Other (please specify)

0

0.0

Total

38

100.0
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d. Martial Status – Study Group
Respondents were described on the variable “Current Martial Status”. The majority of the
subjects (n = 80, 70.8%) reported they were married. Thirteen subjects (11.5%) reported that
they were either single or never married. Thirteen subjects (11.5%) reported that they were
divorced. Current marital status data for the respondents is illustrated in Table 8.
Table 8
Marital Status by Study Group Oncology Registered Nurses completing Sustaining Leadership
Survey
Martial Status

n

Percentage

Married

80

70.8

Single/never married

13

11.5

2

1.7

Divorced

13

11.5

Separated

1

0.9

Widowed

4

3.5

Other (please specify)

0

0.0

113

100.0

Cohabitating

Total
e. Employment Status – Control Group

Respondents were described on the variable “Employment Status”. Thirty-seven (n = 37,
97.4%) subjects reported full-time employment status. One (n = 1, 2.4%) respondent reported
part-time employment. Information regarding employment status of the respondents is provided
in Table 9.
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Table 9
Employment Status of the Control Group Oncology Registered Nurses completing Sustaining
Leadership Survey
Employment Status

n

Percentage

Full-time

37

90.2

Par- time

1

2.4

PRN

0

0.0

Retired

0

0.0

Not presently working

0

0.0

Other (please specify)

0

0.0

Total

38

100.0

e. Employment Status – Study Group
Respondents were described on the variable “Employment Status”. One hundred six subjects
(93.8%) reported full-time employment status. Three (2.7%) respondent reported part-time
employment. Information regarding employment status of the respondents is provided in Table
10.
Table 10
Employment Status of the Study Group Oncology Registered Nurses completing Sustaining
Leadership Survey
Employment Status

n

Percentage

Full-time

106

93.8

Part-time

3

2.7

PRN

3

2.7

Retired

0
64

0.0
(Table continued)

Not presently working

0

0.0

Other (please specify)

1

0.9

113

100.0

Total

f. Highest Degree Obtained in Nursing – Control Group
Respondents were described on the variable “Highest degree obtained in nursing”. The
majority of the respondents (n = 17, 44.7%) indicated they held a master’s degree in nursing.
One subject (2.6%) reported a diploma in nursing. Ten subjects (26.3%) indicated an associate
degree in nursing. Eight subjects (21.1%) indicated a bachelor’s degree in nursing. Two subjects
(5.3%) indicated a doctorate degree in nursing. Table 11 illustrates data regarding the highest
degrees obtained in nursing by the control group.
Table 11
Highest Degree Obtained in Nursing by the Control Group Oncology Registered Nurses
completing Sustaining Leadership Survey
Degree

n

Percentage

Diploma

1

2.6

Associate

10

26.3

Bachelor’s

8

21.1

Master’s

17

44.7

Doctorate

2

5.3

38

100.0

Total

f. Highest Degree Obtained in Nursing – Study Group
Respondents were described on the variable “Highest degree obtained in nursing.” The
majority of the respondents (n = 69, 61.1%) indicated they held a master’s degree in
nursing. Four subjects (3.5%) reported a diploma in nursing. Seven subjects (6.2%)
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indicated an associate degree in nursing. Twenty six subjects (23.0%) indicated a
bachelor’s degree in nursing. Seven subjects (6.2%) indicated a doctorate degree in
nursing. Table 12 illustrates data regarding the highest degrees obtained in nursing by the
study group.
Table 12
Highest Degree Obtained in Nursing by the Study Group Oncology Registered Nurses that
completing Sustaining Leadership Survey
Degree

n

Percentage

Diploma

4

3.5

Associate

7

6.2

Bachelor’s

26

23.0

Master’s

69

61.1

Doctorate

7

6.2

113

100.0

Total

g. Highest Degree Obtained in other than Nursing – Control Group
Respondents were also asked to specify what degree they held if not in nursing. Many
subjects actually specified their nursing degree. Only four respondents indicated degrees other
then nursing. These degrees were in Healthcare, Master of Arts in Biology, Master of Arts, and
Master of Public Health. An analysis of this variable will not be performed due to the question
being misinterpreted by the subjects.
g. Highest Degree Obtained in other than Nursing – Study Group
Subjects were also asked to specify what degree they held if not in nursing. No study group
nurses reported degrees in other then nursing.
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h. Number of Years as a Registered Nurse – Control Group

Respondents were asked to indicate the number of years they have been a registered nurse.
Respondents were described on this variable. The greatest single frequency of subjects (n = 4,
10.5%) responded that they had 10 years of nursing experience. The next highest frequencies of
subjects (n = 3, 7.9%) were those with 20 and 30 years of experience. The mean number of years
as a registered nurse was 17.18 years. The range was 30, with a minimum of two years and a
maximum of 32 years as a registered nurse. Table 13 illustrates this data.

Table 13
Number of Years as a Registered Nurse as reported by Control Group Oncology Registered
Nurses completing Sustaining Leadership Survey
Years as RN

n

Percentage

2

1

2.6

5

2

5.3

6

1

2.6

7

2

5.3

8

1

2.6

10

4

10.5

12

2

5.3

13

1

2.6

14

2

5.3

15

2

5.3

17

2

5.3

18

2

5.3
(Table continued)
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19

1

2.6

20

3

7.9

22

1

2.6

25

2

5.3

26

2

5.3

27

2

5.3

29

1

2.6

30

3

7.9

32

1

2.6

38

100.0

Total

h. Number of Years as a Registered Nurse – Study Group
The survey instrument failed to capture this data. The Oncology Nursing Society was contacted,
but was unable to recapture this data.
i. Current Position – Control Group
Respondents were described on the current position they held. The majority of the subjects (n
= 16, 42.11%) responded that they held a director, manager, or coordinator position. The next
highest response was for staff nurse (n = 5, 13.16). Five subjects (13.16%) reported they held a
clinical nurse specialist position. Several subjects listed “other” (n = 3, 7.89%) as a description.
When asked to specify, the positions ranged from charge nurse to a combination of manager and
direct patient caregiver. Table 14 illustrates data regarding the current position held by registered
nurses in the control group.
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Table 14
Current Position held by the Control Group Oncology Registered Nurses that completed
Sustaining Leadership Survey
Current Position

n

Percentage

Academic Education

3

7.89

Case manager

1

2.63

Clinical Nurse Specialist

5

13.16

Clinical Trials Nurse

1

2.63

Consultant

0

0.0

16

42.11

Genetics Counselor

0

0.0

Medical Science Liaison

0

0.0

Nurse Navigator

1

2.63

Nurse Practitioner

1

2.63

Nurse Scientist

0

0.0

Patient Educator

1

2.63

Pharmaceutical Representative

0

0.0

Staff Educator

0

0.0

Staff Nurse

5

13.16

VP/CNO

0

0.0

Other (please specify)

3

7.89

38

100.0

Director/Manage/Coordinator

Total
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i. Current Position – Study Group
Respondents were described on the current position they held. The majority of the subjects (n
= 33, 29.2%) responded that they held a director, manager, or coordinator position. The next
highest response was for nurse practitioner (n = 16, 14.2). Fourteen subjects (12.4%) reported
they held a clinical nurse specialist position. Several subjects listed “other” (n = 13, 11.5%) as a
description. When asked to specify, the positions included: Advanced practice registered nurse;
staff educator; blended role of CNS/NP; clinical nurse educator; clinical nurse specialist and
supervisor; clinical supervisor; laid off; nursing informatics; president/founder of organization;
project manager; and traveler. Table 15 illustrates data regarding the current position held by
registered nurses in the study group.
Table 15
Current Position held by the Study Group Oncology Registered Nurses that completed
Sustaining Leadership Survey
Current Position

n

Percentage

Academic Education

5

4.4

Case manager

0

0.0

14

12.4

Clinical Trials Nurse

4

3.5

Consultant

3

2.7

33

29.2

Genetics Counselor

0

0.0

Medical Science Liaison

1

0.9

Clinical Nurse Specialist

Director/Manage/Coordinator

(Table continued)
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Nurse Navigator

2

1.8

Nurse Practitioner

16

14.2

Nurse Scientist

1

0.9

Patient Educator

1

0.9

Pharmaceutical Representative

3

2.7

Staff Educator

4

3.5

10

8.8

3

2.7

13

11.5

113

100.0

Staff Nurse
VP/CNO
Other (please specify)
Total

j. Previous Leadership Education – Control Group
Respondents were described on the variable “previous leadership education”. The majority of
subjects (n = 21, 55.26 %) indicated they had no previous leadership education. The minority of
subjects (n = 17, 44.74%) indicated they had previous leadership education. Table 16 illustrates
this data.
Table 16
Previous Leadership Education as selected by Control Group Oncology Registered Nurses that
completed Sustaining Leadership Survey
Response

n

Percentage

No

21

55.26

Yes

17

44.74

Total

38

100.0
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j. Previous Leadership Education – Study Group
Respondents were described on the variable “previous leadership education”. The majority of
subjects (n = 60, 53.1 %) indicated they had previous leadership education. The minority of
subjects (n = 52, 46.0%) indicated they had no previous leadership education. Table 17 illustrates
this data.
Table 17
Previous Leadership Education as selected by Study Group Oncology Registered Nurses that
completed Sustaining Leadership Survey
Response
n
Percentage
No

52

46.0

Yes

60

53.1

1

0.9

113

100.0

Non-response
Total

k. Retirement Plans – Control Group
Respondents were asked to indicate the category that best described their plans for retirement.
The categories included: “1-5 years”, “6-10 years”, “ 11-15 years”, “16-20 years”, “21-25
years”, or “other (please specify)”. The majority of subjects (n = 11, 28.95%) indicated they
were planning on retirement in 11 - 15 years. The next highest group of subjects (n = 10,
26.32%) indicated they were planning on retirement in 21 - 25 years. Six subjects (n = 6,
15.79%) indicated that they planned on retirement in more then 25 years. Their responses
included: >25, >30, 30, 30+, 35, and 35 - 40 years. One respondent did not make a selection.
Table 18 illustrates data regarding the retirement plans held by registered nurses in the control
group.
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Table 18
Retirement Plans held by the Control Group Oncology Registered Nurses that completed
Sustaining Leadership Survey
Category

n

Percentage

1-5 years

3

7.89

6-10 years

2

5.26

11-15 years

11

28.95

16-20 years

5

13.16

21-25 years

10

26.32

Other (please specify)

6

15.79

(Did not answer)

1

2.63

38

100.0

Total

k. Retirement Plans – Study Group
Respondents were asked to indicate the category that best described their plans for retirement.
The categories included: “1-5 years”, “6-10 years”, “ 11-15 years”, “16 - 20 years”, “21-25
years”, or “other (please specify)”. The majority of subjects (n = 29, 25.7%) indicated they were
planning on retirement in 6 - 10 years. The next highest group of subjects (n = 26, 23.0%)
indicated they were planning on retirement in 11 - 15 years. Eleven subjects (9.7%) selected
“other” as a category. Those subjected indicated retirement in 30 to greater then 30 years. One
stated already retired. Others stated no specific plans on retirement. One respondent did not make
a selection (0.9%). Table 19 illustrates data regarding the retirement plans held by registered
nurses in the study group.
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Table 19
Retirement Plans held by the Study Group Oncology Registered Nurses that completed
Sustaining Leadership Survey
Category

n

1-5 years

13

11.5

6-10 years

29

25.7

11-15 years

26

23.0

16-20 years

17

15.0

21-25 years

16

14.2

Other (please specify)

11

9.7

1

0.9

113

100.0

Non-response
Total

Percentage

l. Mentoring Others – Control Group
Respondents were described on the variable “mentoring others”. The majority of subjects (n =
24, 63.16%) indicated that they did mentor others. The minority of subjects (n = 14, 36.84%)
indicated that they did not mentor others. Table 20 illustrates this data.
Table 20
Mentoring of Others as selected by the Control Group Oncology Registered Nurses that
completed Sustaining Leadership Survey
Response

n

Percentage

No

14

36.84

Yes

24

63.16

Total

38

100.0
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l. Mentoring Others – Study Group
Respondents were described on the variable “mentoring others”. The majority of subjects (n =
104, 92.0%) indicated that they did mentor others. The minority of subjects (n = 9, 8.0%)
indicated that they did not mentor others. Table 21 illustrates this data.
Table 21
Mentoring of Others as selected by the Study Group Oncology Registered Nurses that completed
Sustaining Leadership Survey
Response

No

n

Percentage

9

8.0

Yes

104

92.0

Total

113

100.0

l1. Number of People Mentored – Control Group
Respondents were described on the variable “number of people mentored”. Approximately
36% of the subjects responded appropriately to this question. Subjects were asked to quantify the
number of people they mentored. Only 15 of the 41 subjects indicated a numeric response that
ranged from mentoring two people to mentoring 25. Other subjects wrote in the word “many” as
the number of people mentored. The remainder of the sample did not respond to this question.
l1. Number of People Mentored – Study Group
Respondents were described on the variable “number of people mentored”. Approximately
84.1% (n = 95, 84.1%) of the subjects responded appropriately to this question. Subjects were
asked to quantify the number of people they mentored. Eighteen subjects (15.9%) did not
respond to this question. The number of people mentored ranged from 0 to 232.
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l2. Who Have You Mentored – Control Group
Respondents were described on the variable “who have you mentored”. A large number of
subjects (n = 19, 46.3%) wrote in a specific job classification of who they mentored. Yet another
few subjects actually wrote in the name of the person they mentored. The following responses
were written in by the control group oncology registered nurses who completed the Sustainable
Leadership Survey: “student nurses; clinical research and chemotherapy administration; nurses
working on clinical ladder and council chairs; most of my fellow staff nurse colleagues; nursing
students, nurses at my church, mentorship program at the National Black Nurses Association; I
informally mentor at my facility. There is no formal mentoring process available, however, the
advantages could be immense to put one in place; mentor six nursing supervisors that report to
me; co-worker who is an LPN and a previous new RN; two RN-BSN students, one APN
Oncology Fellow, one Clinical staff nurse; nurses and doctors; staff members; educating nursing
staff to ELNEC training as well as colleagues within the hospital and local ONS group; other
nursing staff; other managers; clinical coordinator; transplant coordinator; new grads, people
who I manager on a daily basis; have mentored engineers in previous employment; have not
mentored as an RN; new nurses officers in national nursing organizations; assistant
managers/leaders; to my master’s and intern students; I mentored nurses in my hospital position
for 15+ years and have mentored nurses in my current position for the last 5+ years.”
l2. Who Have You Mentored – Study Group
Respondents were described on the variable “who have you mentored”. Most respondents
wrote in a specific job classification of who they mentored. The following responses were
written in by the study group oncology registered nurses who completed the Sustainable
Leadership Survey: students (nursing, Baccalaureate, Master’s, Doctoral candidates); staff (new
hires, new graduates, new positions, new staff, educators, nurse navigators, research nurses); new
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graduates; advanced practice nurses (Clinical nurse specialist, Nurse practitioner); peers; nurse
managers; faculty; those new to chapter positions; infusion nurses; and patients.
m. Have You Had a Mentor – Control Group
Respondents were described on the variable “did you ever have a mentor”. The majority of
subjects (n = 25, 65.79%) indicated that yes, they did have a mentor. The minority of subjects (n
= 13, 34.21%) indicated they did not have a mentor. Table 22 illustrates this data.
Table 22
Have You Had a Mentor as selected by the Control Group Oncology Registered Nurses that
completed Sustaining Leadership Survey
Response

n

Percentage

No

13

34.21

Yes

25

65.79

Total

38

100.0

m. Have You Had a Mentor – Study Group
Respondents were described on the variable “did you ever have a mentor”. The majority of
subjects (n = 80, 70.8%) indicated that yes, they did have a mentor. The minority of subjects (n =
33, 29.2%) indicated they did not have a mentor. Table 23 illustrates this data.
Table 23
Have You Had a Mentor as selected by the Study Group Oncology Registered Nurses that
completed Sustaining Leadership Survey
Response

n

Percentage

No

33

29.2

Yes

80

70.8

Total

113

100.0
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m1. Number of Years in Nursing Held by Mentor – Control Group
Respondents were described by the variable “how many years of nursing experience did your
mentor have”. The majority of subjects (n = 21, 51.2%) answered this question. The largest
group of subjects (n = 7, 17.1%) stated their mentor had 20 years of nursing experience. The next
group of subjects (n = 5, 12.2 %) stated their mentor had 25 years of nursing experience. Of the
entire sample, 20 or 48.8% did not answer this item. Table 24 illustrates data regarding the
number of years of nursing experience held by the mentor of the registered nurses in the control
group.
Table 24
Number of Years in Nursing Experience Held by the Mentor of the Control Group Registered
Nurses that completed Sustaining Leadership Survey
Number of Years of Nursing Experience

n

Percentage

0

1

2.4

4

1

2.4

10

2

4.9

15

2

4.9

20

7

17.1

25

5

12.2

26

1

2.4

35

2

4.9

Total

21

51.2
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m1. Number of Years in Nursing Held by Mentor – Study Group
Respondents were described by the variable “how many years of nursing experience did your
mentor have”. The majority of subjects (n = 83, 73.5%) answered this question. The largest
group of subjects (n = 28, 24.8%) stated their mentor had 20 years of nursing experience. The
next group of subjects (n = 15, 13.3 %) stated their mentor had zero years of nursing experience.
Table 25 illustrates data regarding the number of years of nursing experience held by the mentor
of the registered nurses in the control group.
Table 25
Number of Years in Nursing Experience Held by the Mentor of the Study Group Registered
Nurses that completed Sustaining Leadership Survey
Number of Years of Nursing Experience
0

n
15

Percentage
13.3

2

1

0.9

5

3

2.7

6

2

1.8

9

1

0.9

10

3

2.7

12

2

1.8

14

1

0.9

15

11

9.7

20

28

24.8

21

1

0.9

25

4

3.5
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79

30

9

8.0

35

1

0.9

40

1

0.9

30

26.5

113

100.0

Non-response
Total

n. Year Attended Leadership Development Institute – Study Group Only
Respondents were asked to delineate the year they attended LDI. Table 26 illustrates this data.
Table 26
Year Study Group Attended Leadership Development Institute
Year

n

Percentage

1998

13

11.5

1999

11

9.7

2000

8

7.1

2001

10

8.8

2002

9

8.0

2003

8

7.1

2004

10

8.8

2005

9

8.0

2006

17

15.0

2007

10

8.8

2008

8

7.1

Total

113

100.0
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o. Leadership Education Since LDI – Study Group Only
Since attending Leadership Development Institute, respondents were asked what leadership
education have they completed. The majority of subjects (n = 66, 58.4%) reported that they had
attended continuing education seminars. The next highest category (n = 58, 51.3%) reported
utilizing self-directed learning activities. Sixteen subjects (14.2%) reported other as a category
selection. Additional leadership training listed as other included: working on doctorate in
organizational leadership; certificate program; doctoral education; enrolled in master’s program;
institutional-based training and mentorship. Two subjects (1.8%) did not respond to this
question. Table 27 illustrates the data.
Table 27
Leadership Education Since Attending LDI as selected by Study Group Oncology Registered
Nurses completing Sustaining Leadership Survey
Leadership Education

n

Percentagea

Leadership program

24

21.2

Management workshop

42

37.2

Continuing education seminar

66

58.4

Advanced degree

32

28.3

Self-directed learning activity

58

51.3

2

1.8

16

14.2

2

1.8

Residency program
Other
Non-response
Total

242

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.

81

p. Leadership Positions or Responsibilities Since LDI – Study Group Only
Since attending Leadership Development Institute, respondents were asked if they have
obtained additional leadership positions or responsibilities since completing LDI. The majority
of subjects (n = 78, 69.0%) reported that they had obtained additional positions or
responsibilities since attending LDI. The minority of respondents (n = 33, 29.2%) reported no
additional positions or responsibilities. Two subjects (1.8%) did not make a selection. Table 28
illustrates this data.
Table 28
Leadership Positions or Responsibilities Since Attending LDI as selected by Study Group
Oncology Registered Nurses completing Sustaining Leadership Survey
Response

n

No

33

29.2

Yes

78

69.0

2

1.8

113

100.0

Non-response
Total

Percentage

When asked to specify what additional leadership positions or responsibilities, the responses
could be grouped into the following categories: increased span of control; promotion within the
hospital setting (manager, director, charge nurse, preceptor, educator); active at local/state
chapter level; active at national level or board level; faculty positions and advanced degrees; own
business; lead projects, teams, committees; writing and publishing; and research.
Objective Two
Objective two of the study was to describe leadership styles of oncology registered nurses
study group utilizing Kouzes & Posner’s Five Practices of Exemplary Leadership after attending
LDI. Using Kouzes & Posner’s Five Practices of Exemplary Leadership, the study group was
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asked to rate the frequency that they utilized each practice after attending LDI. The five practices
are: Model the Way; Inspire a Shared Vision; Challenge the Process; Enable Others to Act; and
Encourage the Heart.
a. Model the Way – Study Group
The majority of respondents (n = 82, 72.6%) reported that for the exemplary practice of
modeling the way, they regularly utilize this practice. Twenty-nine respondents (25.7%) reported
only occasionally utilizing this practice. Table 29 illustrates this data.
Table 29
Frequency of Responses for Kouzes & Posner’s Modeling the Way Practice as selected by the
Oncology Registered Nurses Study Group that completed the Sustaining Leadership Survey
Response

n

Percentage

Never

2

1.8

Rarely

0

0.0

Occasionally

29

25.7

Regularly

82

72.6

113

100.0

Total
b. Inspire a Shared Vision – Study Group

The majority of the respondents (n = 77, 68.1%) reported that for the exemplary practice of
inspiring a shared vision, they regularly utilize this practice. Thirty-two respondents (28.3%)
reported only occasionally utilizing this practice. Table 30 illustrates this data.
Table 30
Frequency of Responses for Kouzes & Posner’s Inspiring a Shared Vision Practice as selected by
the Oncology Registered Nurses Study Group that completed the Sustaining Leadership Survey
Response
Never

n

Percentage
2
83

1.8
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Rarely

2

1.8

Occasionally

32

28.3

Regularly

77

68.1

113

100.0

Total
c. Challenge the Process – Study Group

The majority of the respondents (n = 93, 82.3%) reported that for the exemplary practice of
challenging the process, they regularly utilize this practice. Sixteen respondents (14.2%) reported
only occasionally utilizing this practice. Table 31 illustrates this data.

Table 31
Frequency of Responses for Kouzes & Posner’s Challenging the Process Practice as selected by
the Oncology Registered Nurses Study Group that completed the Sustaining Leadership Survey
Response

n

Percentage

Never

2

1.8

Rarely

2

1.8

Occasionally

16

14.2

Regularly

93

82.3

113

100.0

Total
d. Enabling Others to Act – Study Group

The majority of the respondents (n = 92, 81.4%) reported that for the exemplary practice of
enabling others to act, they regularly utilize this practice. Nineteen respondents (16.8%) reported
only occasionally utilizing this practice. Table 32 illustrates this data.
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Table 32
Frequency of Responses for Kouzes & Posner’s Enabling Others to Act Practice as selected by
the Oncology Registered Nurses Study Group that completed the Sustaining Leadership Survey
Response

n

Percentage

Never

2

1.8

Rarely

0

0.0

Occasionally

19

16.8

Regularly

92

81.4

113

100.0

Total

e. Encourage the Heart – Study Group
The majority of the respondents (n = 85, 75.2%) reported that for the exemplary practice of
encouraging the heart, they regularly utilize this practice. Twenty-five respondents (22.1%)
reported only occasionally utilizing this practice. Table 33 illustrates this data.
Table 33
Frequency of Responses for Kouzes & Posner’s Encouraging the Heart Practice as selected by
the Oncology Registered Nurses Study Group that completed the Sustaining Leadership Survey
Response

n

Percentage

Never

2

1.8

Rarely

1

0.9

Occasionally

25

22.1

Regularly

85

75.2

113

100.0

Total

85

Objective Three
Objective three of the study was to describe how oncology nurses use leadership skills to
facilitate development and maintenance of care standards by quantifying the specific ANA
standards of Professional Performance Standard 15, Leadership (new in 2004) for the control
group and study group.
a. American Nurses Association Standards of Professional Performance, Standard 15.
Leadership. All Registered Nurses Frequency of Practice – Control Group
Respondents were next described on the frequency of which they perform the 12 standards of
practice noted under the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership for all registered nurses.
The first variable is: “I engage in teamwork as a team player and a team builder”. The
majority of subjects (n = 35, 92.1%) stated they regularly perform this standard. One subject
(2.6%) stated they rarely perform this standard, while two subjects (5.3%) stated they
occasionally perform this standard. Table 34 illustrates this data.
Table 34
ANA Standards of Professional Performance, Standard 15. Leadership. “I engage in teamwork as
a team player and a team builder” as selected by Oncology Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

1

2.6

Occasionally

2

5.3

Regularly

35

92.1

Total

38

100.0
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The second variable is: “I work to create and maintain healthy work environments in local,
regional, national, or international communities. The majority of subjects (n = 26, 68.4%)
reported they regularly perform this standard. One respondent (2.6%) reported never performing
this standard, while one other subject (2.6%) reported rarely performing this standard. Ten
subjects (26.3%) reported occasionally performing this standard. Table 35 illustrates this data.
Table 35
ANA Standards of Professional Performance, Standard 15. Leadership. “I work to create and
maintain healthy work environments in local, regional, national or international communities” as
selected by Oncology Registered Nurses Control Group
Response

n

Percentage

Never

1

2.6

Rarely

1

2.6

Occasionally

10

26.3

Regularly

26

68.4

Total

38

100.0

The third variable is: “I display the ability to define a clear vision, the associated goals, and
plan to implement and measure progress”. The majority of respondents (n = 22, 57.9%) reported
they regularly perform this standard. Sixteen subjects (42.1%) reported they occasionally
perform this standard. No subjects reported never or rarely performing this standard. Table 36
illustrates this data.
Table 36
ANA Standards of Professional Performance, Standard 15. Leadership. “I display the ability to
define a clear vision, the associated goals, and a plan to implement and measure progress” as
selected by Oncology Registered Nurses Control Group
Response
n
Percentage
Never

0
87

0.0
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Rarely

0

0.0

Occasionally

16

42.1

Regularly

22

57.9

Total

38

100.0

The fourth variable is: “I demonstrate a commitment to continuous, lifelong learning for self
and others”. The majority of subjects (n = 36, 94.7%) reported performing this standard on a
regular basis. Two respondents (5.3%) reported performing this standard occasionally, while no
subjects reported never or rarely performing this standard. Table 37 illustrates this data.

Table 37
ANA Standards of Professional Performance, Standard 15. Leadership. “I demonstrate a
commitment to continuous, lifelong learning for self and others” as selected by Oncology
Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

0

0.0

Occasionally

2

5.3

Regularly

36

94.7

Total

38

100.0

The fifth variable is: “I teach others to succeed by mentoring and other strategies”. The
majority of subjects (n = 32, 84.2%) reported performing this standard on a regular basis. Six
subjects (15.8%) reported occasionally performing this standard. No respondents reported never
or rarely performing this standard. Table 38 illustrates this data.
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Table 38
ANA Standards of Professional Performance, Standard 15. Leadership. “I teach others to
succeed by mentoring and other strategies” as selected by Oncology Registered Nurses Control
Group
Response

n

Percentage

Never

0

0.0

Rarely

0

0.0

Occasionally

6

15.8

Regularly

32

84.2

Total

38

100.0

The sixth variable is: “I exhibit creativity and flexibility through times of change”. The
majority of subjects (n = 29, 76.3%) reported regularly performing this standard. Nine
respondents (23.7%) reported occasionally performing this standard. No subjects reported never
or rarely performing this standard. Table 39 illustrates this data.
Table 39
ANA Standards of Professional Performance, Standard 15. Leadership. “I exhibit creativity and
flexibility through times of change” as selected by Oncology Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

0

0.0

Occasionally

9

23.7

Regularly

29

76.3

Total

38

100.0
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The seventh variable is: “I demonstrate energy, excitement, and a passion for quality work”.
The majority of subjects (n = 35, 92.1%) reported regularly performing this standard. Three
subjects (7.9%) reported occasionally performing this standard. No subjects reported never or
rarely performing this standard. Table 40 illustrates this data.
Table 40
ANA Standards of Professional Performance, Standard 15. Leadership. “I demonstrate energy,
excitement, and a passion for quality work” as selected by Oncology Registered Nurses Control
Group
Response

n

Percentage

Never

0

0.0

Rarely

0

0.0

Occasionally

3

7.9

Regularly

35

92.1

Total

38

100.0

The eighth variable is: “I willingly accept mistakes by self and others, thereby creating a
culture in which risk-taking is not only safe, but expected”. The majority of subjects (n = 26,
68.4%) reported regularly performing this standard. Two respondents (5.3%) reported rarely
performing this standard, while 10 subjects (26.3%) reported occasionally performing this
standard. No subjects reported never performing this standard. Table 41 illustrates this data.
Table 41
ANA Standards of Professional Performance, Standard 15. Leadership. “I willingly accept
mistakes by self and others, thereby creating a culture in which risk-taking is not only safe, but
expected” as selected by Oncology Registered Nurses Control Group
Response

Never

n

Percentage

0
90

0.0
(Table continued)

Rarely

2

5.3

Occasionally

10

26.3

Regularly

26

68.4

Total

38

100.0

The ninth variable is: “I inspire loyalty through valuing of people as the most precious asset
in an organization”. The majority of respondents (n = 29, 76.3%) reported regularly performing
this standard. Nine subjects (23.7%) reported occasionally performing this standard. No subjects
reported never or rarely performing this standard. Table 42 illustrates this data.

Table 42
ANA Standards of Professional Performance, Standard 15. Leadership. “I inspire loyalty through
valuing of people as the most precious asset in an organization” as selected by Oncology
Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

0

0.0

Occasionally

9

23.7

Regularly

29

76.3

Total

38

100.0

The tenth variable is: “I direct the coordination of care across settings and among caregivers,
including oversight of licensed and unlicensed personnel in any assigned or delegated tasks”.
The majority of subjects (n = 26, 68.4%) reported regularly performing this standard. One
respondent (2.6%) reported never performing this standard, while two subjects (5.3%) reported
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rarely performing this standard. Nine subjects (23.7%) reported occasionally performing this
standard. Table 43 illustrates this data.
Table 43
ANA Standards of Professional Performance, Standard 15. Leadership. “I direct the coordination
of care across settings and among caregivers, including oversight of licensed and unlicensed
personnel in any assigned or delegated tasks” as selected by Oncology Registered Nurses
Control Group
Response

n

Percentage

Never

1

2.6

Rarely

2

5.3

Occasionally

9

23.7

Regularly

26

68.4

Total

38

100.0

The eleventh variable is: “I serve in key roles in the work setting by participation on
committees, councils, and administrative teams”. The majority of subjects (n = 28, 73.7%)
reported regularly performing this standard. Two respondents (5.3%) reported rarely performing
this standard, while eight subjects (21.1%) reported occasionally performing this standard. No
subjects reported never performing this standard. Table 44 illustrates this data.
Table 44
ANA Standards of Professional Performance, Standard 15. Leadership. “I serve in key roles in
the work setting by participating on committees, councils and administrative teams” as selected
by Oncology Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

2

5.3

Occasionally

8
92

21.1
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Regularly

28

73.7

Total

38

100.0

The final variable in this section is: “I promote advancement of the profession through
participation in professional organization”. The majority of subjects (n = 28, 73.7%) reported
regularly performing this standard. Ten subjects (26.3%) reported occasionally performing this
standard. No respondents reported never or rarely performing this standard. Table 45 illustrates
this data.

Table 45
ANA Standards of Professional Performance, Standard 15. Leadership. “I promote advancement
of the profession through participation in professional organizations” as selected by Oncology
Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

0

0.0

Occasionally

10

26.3

Regularly

28

73.7

Total

38

100.0

a. American Nurses Association Standards of Professional Performance, Standard 15.
Leadership. All Registered Nurses Frequency of Practice – Study Group
Respondents were next described on the frequency of which they perform the 12 standards of
practice noted under the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership for all registered nurses.
The first variable is: “I engage in teamwork as a team player and a team builder”. The
majority of subjects (n = 104, 92.0%) stated they regularly perform this standard. One subject
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(0.9%) stated they never perform this standard, while seven (6.2%) stated they occasionally
perform this standard. No respondents reported rarely performing this standard. One respondent
failed to answer this selection. Table 46 illustrates this data.
Table 46
ANA Standards of Professional Performance, Standard 15. Leadership. “I engage in teamwork as
a team player and a team builder” as selected by Oncology Registered Nurses Study Group
Response

n

Percentage

Never

1

1.8

Rarely

0

0.0

Occasionally

7

6.2

104

92.0

1

0.9

113

100.0

Regularly
Non-response
Total

The second variable is: “I work to create and maintain healthy work environments in local,
regional, national, or international communities”. The majority of subjects (n = 85, 75.2%)
reported they regularly perform this standard. Four respondents (3.5%) reported rarely
performing this standard, while 23 other subjects (20.4%) reported occasionally performing this
standard. No subjects reported never performing this standard. One subject did not respond.
Table 47 illustrates this data.
Table 47
ANA Standards of Professional Performance, Standard 15. Leadership. “I work to create and
maintain healthy work environments in local, regional, national or international communities” as
selected by Oncology Registered Nurses Study Group
Response
n
Percentage
Never

0
94

0.0
(Table continued)

Rarely

4

3.5

Occasionally

23

20.4

Regularly

85

75.2

Non response

1

0.9

113

100.0

Total

The third variable is: “I display the ability to define a clear vision, the associated goals, and
plan to implement and measure progress”. The majority of respondents (n = 80, 70.8%) reported
they regularly perform this standard. Twenty-nine (25.7%) reported they occasionally perform
this standard. One subject (0.9%) reported never performing this standard, while two subjects
(1.8%) reported rarely performing this standard. One subject failed to make a selection. Table 48
illustrates this data.
Table 48
ANA Standards of Professional Performance, Standard 15. Leadership. “I display the ability to
define a clear vision, the associated goals, and a plan to implement and measure progress” as
selected by Oncology Registered Nurses Study Group
Response

n

Percentage

Never

1

0.9

Rarely

2

1.8

Occasionally

29

25.7

Regularly

80

70.8

1

0.9

113

100.0

Non-response
Total

95

The fourth variable is: “I demonstrate a commitment to continuous, lifelong learning for self
and others”. The majority of subjects (n = 108, 95.6%) reported performing this standard on a
regular basis. Three respondents (2.7%) reported performing this standard occasionally. One
subject reported never performing this standard. No subjects reported rarely performing this
standard. One subject failed to make a selection. Table 49 illustrates this data.

Table 49
ANA Standards of Professional Performance, Standard 15. Leadership. “I demonstrate a
commitment to continuous, lifelong learning for self and others” as selected by Oncology
Registered Nurses Study Group
Response

n

Percentage

Never

1

0.9

Rarely

0

0.0

Occasionally

3

2.7

108

95.6

1

0.9

113

100.0

Regularly
Non-response
Total

The fifth variable is: “I teach others to succeed by mentoring and other strategies”. The
majority of respondents (n = 97, 85.8%) reported performing this standard on a regular basis.
Thirteen subjects (11.5%) reported occasionally performing this standard. One subject (0.9%)
reported never performing this standard. No subjects reported rarely performing this standard.
Two subjects did not make a selection. Table 50 illustrates this data.
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Table 50
ANA Standards of Professional Performance, Standard 15. Leadership. “I teach others to
succeed by mentoring and other strategies” as selected by Oncology Registered Nurses Study
Group
Response

n

Percentage

Never

1

0.9

Rarely

0

0.0

Occasionally

13

11.5

Regularly

97

85.8

2

1.8

113

100.0

Non-response
Total

The sixth variable is: “I exhibit creativity and flexibility through times of change”. The
majority of subjects (n = 85, 75.2%) reported regularly performing this standard. Twenty-four
respondents (21.2%) reported occasionally performing this standard. One subject reported never
performing this standard and one subject reported rarely performing this standard. Two subjects
did not make a selection. Table 51 illustrates this data.
Table 51
ANA Standards of Professional Performance, Standard 15. Leadership. “I exhibit creativity and
flexibility through times of change” as selected by Oncology Registered Nurses Study Group
Response

n

Percentage

Never

1

0.9

Rarely

1

0.9

Occasionally

24

21.2

Regularly

85

75.2
(Table continued)

97

Non-response
Total

2

1.8

113

100.0

The seventh variable is: “I demonstrate energy, excitement, and a passion for quality work”.
The majority of respondents (n = 102, 90.3%) reported regularly performing this standard. Eight
subjects (7.1%) reported occasionally performing this standard. One subject (0.9%) reported
never performing this standard. One subject (0.9%) reported rarely performing this standard. One
subject did not make a selection. Table 52 illustrates this data.

Table 52
ANA Standards of Professional Performance, Standard 15. Leadership. “I demonstrate energy,
excitement, and a passion for quality work” as selected by Oncology Registered Nurses Study
Group
Response

n

Percentage

Never

1

0.9

Rarely

1

0.9

Occasionally

8

7.1

102

90.3

1

0.9

113

100.0

Regularly
Non-response
Total

The eighth variable is: “I willingly accept mistakes by self and others, thereby creating a
culture in which risk-taking is not only safe, but expected”. The majority of subjects (n = 83,
73.5%) reported regularly performing this standard. One subject (0.9%) reported rarely
performing this standard, while 27 subjects (23.9%) reported occasionally performing this
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standard. One respondent reported never performing this standard. One subject did not make a
selection. Table 53 illustrates this data.
Table 53
ANA Standards of Professional Performance, Standard 15. Leadership. “I willingly accept
mistakes by self and others, thereby creating a culture in which risk-taking is not only safe, but
expected” as selected by Oncology Registered Nurses Study Group
Response

n

Percentage

Never

1

0.9

Rarely

1

0.9

Occasionally

27

23.9

Regularly

83

73.5

1

0.9

113

100.0

Non-response
Total

The ninth variable is: “I inspire loyalty through valuing of people as the most precious asset
in an organization”. The majority of respondents (n = 100, 88.5%) reported regularly performing
this standard. Eleven subjects (9.7%) reported occasionally performing this standard. One subject
(0.9%) reported never performing this standard. No subjects reported rarely performing this
standard. One subject did not make a selection. Table 54 illustrates this data.
Table 54
ANA Standards of Professional Performance, Standard 15. Leadership. “I inspire loyalty through
valuing of people as the most precious asset in an organization” as selected by Oncology
Registered Nurses Study Group
Response

Never

n

Percentage

1

99

0.9
(Table continued)

Rarely

0

0.0

11

9.7

100

88.5

1

0.9

113

100.0

Occasionally
Regularly
Non-response
Total

The tenth variable is: “I direct the coordination of care across settings and among caregivers,
including oversight of licensed and unlicensed personnel in any assigned or delegated tasks”.
The majority of subjects (n = 73, 64.6%) reported regularly performing this standard. Seven
subjects (6.2%) reported never performing this standard, while eight subjects (7.1%) reported
rarely performing this standard. Twenty-two respondents (19.5%) reported occasionally
performing this standard. Three subjects failed to make a selection. Table 55 illustrates this data.
Table 55
ANA Standards of Professional Performance, Standard 15. Leadership. “I direct the coordination
of care across settings and among caregivers, including oversight of licensed and unlicensed
personnel in any assigned or delegated tasks” as selected by Oncology Registered Nurses Study
Group
Response

n

Percentage

Never

7

6.2

Rarely

8

7.1

Occasionally

22

19.5

Regularly

73

64.6

3

2.7

113

100.0

Non-response
Total

100

The eleventh variable is: “I serve in key roles in the work setting by participation on
committees, councils, and administrative teams”. The majority of respondents (n = 87, 77.0%)
reported regularly performing this standard. Five subjects (4.4%) reported rarely performing this
standard, while 19 subjects (16.8%) reported occasionally performing this standard. One subject
(0.9%) reported never performing this standard. One subject failed to make a selection. Table 56
illustrates this data.
Table 56
ANA Standards of Professional Performance, Standard 15. Leadership. “I serve in key roles in
the work setting by participating on committees, councils and administrative teams” as selected
by Oncology Registered Nurses Study Group
Response

n

Percentage

Never

1

0.9

Rarely

5

4.4

Occasionally

19

16.8

Regularly

87

77.0

1

0.9

113

100.0

Non-response
Total

The final variable in this section is: “I promote advancement of the profession through
participation in professional organization”. The majority of subjects (n = 102, 90.3%) reported
regularly performing this standard. Seven respondents (6.2%) reported occasionally performing
this standard. One subject (0.9%) reported never performing this standard. Two subjects (1.8%)
reported rarely performing this standard. One subject failed to make a selection. Table 57
illustrates this data.
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Table 57
ANA Standards of Professional Performance, Standard 15. Leadership. “I promote advancement
of the profession through participation in professional organizations” as selected by Oncology
Registered Nurses Study Group
Response

n

Percentage

Never

1

0.9

Rarely

2

1.8

Occasionally

7

6.2

102

90.3

3

0.9

113

100.0

Regularly
Non-response
Total

Objective Four
Objective four was to describe additional measurement criteria of the ANA Standards of
Professional Performance Standard 15, Leadership as utilized by Oncology Nursing Advanced
Practice Registered Nurses for the control group and study group.
a. American Nurses Association Standards of Professional Performance, Standard 15.
Leadership. Advanced Practice Registered Nurses Frequency of Practice – Control Group
In addition to the 12 standards for all registered nurses, Advanced Practice Registered Nurse
respondents were next described on the frequency of which they perform the five standards of
practice noted under the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership, for Advanced Practice Registered Nurses.
The first variable is: “I work to influence decision-making bodies to improve patient care”.
The majority of subjects (n = 19, 50.0%) stated they regularly perform this standard. Two
subjects (5.3%) reported they rarely perform this standard, while 12 respondents (31.6%)
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reported that they occasionally perform this standard. No subject reported never performing this
standard. Five subjects (13.2%) did not rate this variable. Table 58 illustrates this data.
Table 58
ANA Standards of Professional Performance, Standard 15. Leadership. “I work to influence
decision-making bodies to improve patient care” as selected by Advanced Practice Oncology
Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

2

5.3

Occasionally

12

31.6

Regularly

19

50.0

Non-response

5

13.2

Total

38

100.0

The second variable is: “I provide direction to enhance the effectiveness of the healthcare
team”. The majority of respondents (n = 24, 63.2%) reported regularly performing this standard.
One subject (2.6%) reported rarely performing this standard, while seven subjects (18.4%)
reported occasionally performing this standard. No subject reported never performing this
standard. Six subjects (15.8%) did not rate this variable. Table 59 illustrates this data.

Table 59
ANA Standards of Professional Performance, Standard 15. Leadership. “I provide direction to
enhance the effectiveness of the healthcare team” as selected by Advanced Practice Oncology
Registered Nurses Control Group
Response

Never

n

Percentage

0

0.0
(Table continued)
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Rarely

1

2.6

Occasionally

7

18.4

Regularly

24

63.2

Total

38

100.0

The third variable is: “I initiate and revise protocols or guidelines to reflect evidence-based
practice, to reflect accepted changes in care management, or to address emerging problems”. The
majority of subjects (n = 16, 42.1%) reported regularly performing this standard. One subject
(2.6%) reported never performing this standard. Seven respondents (18.4%) reported rarely
performing this standard, while nine subjects (23.7%) reported occasionally performing this
standard. Five subjects (13.2%) did not rate this variable. Table 60 illustrates this data.

Table 60
ANA Standards of Professional Performance, Standard 15. Leadership. “I initiate and revise
protocols or guidelines to reflect evidence-based practice, to reflect accepted changes in care
management, or to address emerging problems” as selected by Advanced Practice Oncology
Registered Nurses Control Group
Response

n

Percentage

Never

1

2.6

Rarely

7

18.4

Occasionally

9

23.7

16

42.1

5

13.2

38

100.0

Regularly
Non-response
Total

The fourth variable is: “I promote communication of information and advancement of the
profession through writing, publishing, and presentation for professional or lay audiences”. The
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majority of subjects (n = 17, 44.7%) reported they performed this standard only occasionally.
Five subjects (13.2%) reported rarely performing this standard, while 11 subjects (28.9%)
reported regularly performing this standard. No subjects reported never performing this standard.
Five subjects (13.2%) did not rate this variable. Table 61 illustrates this data.
Table 61
ANA Standards of Professional Performance, Standard 15. Leadership. “I promote
communication of information and advancement of the profession through writing, publishing,
and presentation for professional or lay audiences” as selected by Advanced Practice Oncology
Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

5

13.2

Occasionally

17

44.7

Regularly

11

28.9

5

13.2

38

100.0

Non-response
Total

The fifth variable is: “I design innovations to effect change in practice and improve health
outcomes”. The majority of subjects (n = 16, 42.1%) reported occasionally performing this
standard. One subject (2.6%) reported never performing this standard. Six subjects (15.8%)
reported rarely performing this standard, while 10 respondents (26.3%) reported regularly
performing this standard. Five subjects (13.2%) did not rate this variable. Table 62 illustrates this
data.
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Table 62
ANA Standards of Professional Performance, Standard 15. Leadership. “I design innovations to
effect change in practice and improve health outcomes” as selected by Advanced Practice
Oncology Registered Nurses Control Group
Response

n

Percentage

Never

1

2.6

Rarely

6

15.8

Occasionally

16

42.1

Regularly

10

26.3

5

13.2

38

100.0

Non-response
Total

a. American Nurses Association Standards of Professional Performance, Standard 15.
Leadership. Advanced Practice Registered Nurses Frequency of Practice – Study Group
In addition to the 12 standards for all registered nurses, Advanced Practice Registered Nurse
respondents were next described on the frequency of which they perform the five standards of
practice noted under the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership, for Advanced Practice Registered Nurses.
The first variable is: “I work to influence decision-making bodies to improve patient care”.
The majority of respondents (n = 70, 61.9%) stated they regularly perform this standard. Eight
subjects (7.1%) reported they rarely perform this standard, while 20 subjects (17.7%) reported
that they occasionally perform this standard. Two subjects (1.8%) reported they never perform
this standard. Thirteen subjects did not make selections in this section. Table 63 illustrates this
data.
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Table 63
ANA Standards of Professional Performance, Standard 15. Leadership. “I work to influence
decision-making bodies to improve patient care” as selected by Advanced Practice Oncology
Registered Nurses Study Group
Response

n

Percentage

Never

2

1.8

Rarely

8

7.1

Occasionally

20

17.7

Regularly

70

61.9

Non-response

13

11.5

113

100.0

Total

The second variable is: “I provide direction to enhance the effectiveness of the healthcare
team”. The majority of subjects (n = 76, 67.3%) reported regularly performing this standard.
Two respondents (1.8%) reported rarely performing this standard, while 19 subjects (16.8%)
reported occasionally performing this standard. Two subjects (1.8%) reported never performing
this standard. Fourteen subjects (12.4%) did not make a selection. Table 64 illustrates this data.
Table 64
ANA Standards of Professional Performance, Standard 15. Leadership. “I provide direction to
enhance the effectiveness of the healthcare team” as selected by Advanced Practice Oncology
Registered Nurses Study Group
Response

n

Percentage

Never

2

1.8

Rarely

2

1.8

19

16.8

Occasionally

(Table continued)
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Regularly

76

67.3

Non-response

14

12.4

113

100.0

Total

The third variable is: “I initiate and revise protocols or guidelines to reflect evidence-based
practice, to reflect accepted changes in care management, or to address emerging problems”. The
majority of subjects (n = 58, 51.3%) reported regularly performing this standard. Four subjects
(3.5%) reported never performing this standard. Two subjects (1.8%) reported rarely performing
this standard, while 36 subjects (31.9%) reported occasionally performing this standard. Thirteen
respondents (11.5%) did not rate this variable. Table 65 illustrates this data.

Table 65
ANA Standards of Professional Performance, Standard 15. Leadership. “I initiate and revise
protocols or guidelines to reflect evidence-based practice, to reflect accepted changes in care
management, or to address emerging problems” as selected by Advanced Practice Oncology
Registered Nurses Study Group
Response

n

Percentage

Never

4

3.5

Rarely

2

1.8

Occasionally

36

31.9

Regularly

58

51.3

Non-response

13

11.5

113

100.0

Total

The fourth variable is: “I promote communication of information and advancement of the
profession through writing, publishing, and presentation for professional or lay audiences”. The
majority of subjects (n = 53, 46.9%) reported they performed this standard regularly. Seven
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subjects (6.2%) reported rarely performing this standard, while 37 subjects (32.7%) reported
occasionally performing this standard. Three respondents (2.7%) reported never performing this
standard. Thirteen subjects (11.5%) did not rate this variable. Table 66 illustrates this data.
Table 66
ANA Standards of Professional Performance, Standard 15. Leadership. “I promote
communication of information and advancement of the profession through writing, publishing,
and presentation for professional or lay audiences” as selected by Advanced Practice Oncology
Registered Nurses Study Group
Response

n

Percentage

Never

3

2.7

Rarely

7

6.2

Occasionally

37

32.7

Regularly

53

46.9

Non-response

13

11.5

113

100.0

Total

The fifth variable is: “I design innovations to effect change in practice and improve health
outcomes”. The majority of respondents (n = 46, 40.7%) reported occasionally performing this
standard. Five subjects (4.4%) reported never performing this standard. Thirteen subjects
(11.5%) reported rarely performing this standard, while 36 subjects (31.9%) reported regularly
performing this standard. Thirteen subjects (11.5%) did not rate this variable. Table 67 illustrates
this data.
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Table 67
ANA Standards of Professional Performance, Standard 15. Leadership. “I design innovations to
effect change in practice and improve health outcomes” as selected by Advanced Practice
Oncology Registered Nurses Study Group
Response

n

Percentage

Never

5

4.4

Rarely

13

11.5

Occasionally

46

40.7

Regularly

36

31.9

Non-response

13

11.5

113

100.0

Total

Objective Five
Objective five was to describe additional measurement criteria of the ANA Standards of
Professional Performance Standard 15, Leadership as utilized by Oncology Nursing Role
Specialty nurses.
a. American Nurses Association Standards of Professional Performance, Standard 15.
Leadership. Role Specialty Registered Nurses Frequency of Practice – Control Group
In addition to the 12 standards for all registered nurses, Role Specialty Registered Nurse
respondents were next described on the frequency of which they perform the four standards of
practice noted under the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership, for Role Specialty Registered Nurses.
The first variable is: “I work to influence decision-making bodies to improve patient care,
health services, and policies”. The majority of subjects (n = 15, 39.5%) reported regularly
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performing this standard. One respondent (2.6%) reported never performing this standard. Four
subjects (10.5%) reported rarely performing this standard, while 11 subjects (28.9%) reported
occasionally performing this standard. Seven subjects (18.4%) did not rate this variable. Table 68
illustrates this data.
Table 68
ANA Standards of Professional Performance, Standard 15. Leadership. “I work to influence
decision-making bodies to improve patient care, health services, and policies” as selected by
Role Specialty Oncology Registered Nurses Control Group
Response

n

Percentage

Never

1

2.6

Rarely

4

10.5

Occasionally

11

28.9

Regularly

15

39.5

7

18.4

38

100.0

Non-response
Total

The second variable is: “I promote communication of information and advancement of the
profession through writing, publishing, and presentation for professional or lay audiences”. The
majority of subjects (n = 11, 28.9%) reported regularly performing this standard. Six subjects
(15.8%) reported rarely performing this standard, while 14 subjects (36.8%) reported
occasionally performing this standard. No respondent reported never performing this standard.
Seven subjects (18.4%) did not rate this variable. Table 69 illustrates this data.
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Table 69
ANA Standards of Professional Performance, Standard 15. Leadership. “I promote
communication of information and advancement of the profession through writing, publishing,
and presentations for professional or lay audiences” as selected by Role Specialty Oncology
Registered Nurses Control Group
Response

n

Percentage

Never

0

0.0

Rarely

6

15.8

Occasionally

14

36.8

Regularly

11

28.9

7

18.4

38

100.0

Non-response
Total

The third variable is: “I design innovations to effect change in practice and outcomes”. The
majority of subjects (n = 12, 31.6%) reported they occasionally perform this standard. Two
subjects (5.3%) reported they never perform this standard. Five respondents (13.2%) reported
they rarely perform this standard, while 11 subjects (28.9%) reported regularly perform this
standard. Eight subjects (21.0%) did not rate this variable. Table 70 illustrates this data.
Table 70
ANA Standards of Professional Performance, Standard 15. Leadership. “I design innovations to
effect change in practice and outcomes” as selected by Role Specialty Oncology Registered
Nurses Control Group
Response

n

Percentage

Never

2

5.3

Rarely

5

13.2

12

31.6

Occasionally

(Table continued)
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Regularly

11

28.9

Non-response

8

21.0

38

100.0

Total

The fourth variable is: “I provide direction to enhance the effectiveness of the
multidisciplinary or interdisciplinary team”. The majority of subjects (n = 21, 55.3%) reported
regularly performing this standard. Two subjects (5.3%) reported never performing this standard.
One subject (2.6%) reported rarely performing this standard. Seven subjects (18.4%) reported
occasionally performing this standard. Seven respondents (18.4 %) did not rate this variable.
Table 71 illustrates this data.
Table 71
ANA Standards of Professional Performance, Standard 15. Leadership. “I provide direction to
enhance the effectiveness of the multidisciplinary or interdisciplinary team” as selected by Role
Specialty Oncology Registered Nurses Control Group
Response

n

Percentage

Never

2

5.3

Rarely

1

2.6

Occasionally

7

18.4

21

55.3

7

18.4

38

100.0

Regularly
Non-response
Total

a. American Nurses Association Standards of Professional Performance, Standard 15.
Leadership. Role Specialty Registered Nurses Frequency of Practice – Study Group
In addition to the 12 standards for all registered nurses, Role Specialty Registered Nurse
respondents were next described on the frequency of which they perform the four standards of
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practice noted under the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership, for Role Specialty Registered Nurses.
The first variable is: “I work to influence decision-making bodies to improve patient care,
health services, and policies”. The majority of respondents (n = 58, 51.3%) reported regularly
performing this standard. Four subjects (3.5%) reported never performing this standard. Fifteen
subjects (13.3%) reported rarely performing this standard, while 30 subjects (26.5%) reported
occasionally performing this standard. Six subjects (5.3%) did not rate this variable. Table 72
illustrates this data.
Table 72
ANA Standards of Professional Performance, Standard 15. Leadership. “I work to influence
decision-making bodies to improve patient care, health services, and policies” as selected by
Role Specialty Oncology Registered Nurses Study Group
Response

n

Percentage

Never

4

3.5

Rarely

15

13.3

Occasionally

30

26.5

Regularly

58

51.3

6

5.3

113

100.0

Non-response
Total

The second variable is” “I promote communication of information and advancement of the
profession through writing, publishing, and presentation for professional or lay audiences”. The
majority of respondents (n = 50, 44.2%) reported regularly performing this standard. Sixteen
subjects (14.2%) reported rarely performing this standard, while 38 subjects (33.6%) reported
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occasionally performing this standard. Three subjects (2.7%) reported never performing this
standard. Six subjects (5.3%) did not rate this variable. Table 73 illustrates this data.
Table 73
ANA Standards of Professional Performance, Standard 15. Leadership. “I promote
communication of information and advancement of the profession through writing, publishing,
and presentations for professional or lay audiences” as selected by Role Specialty Oncology
Registered Nurses Study Group
Response

n

Percentage

Never

3

2.7

Rarely

16

14.2

Occasionally

38

33.6

Regularly

50

44.2

Non-response

6

5.3

113

100.0

Total

The third variable is: “I design innovations to effect change in practice and outcomes”. The
majority of subjects (n = 45, 39.8%) reported they occasionally perform this standard. Seven
respondents (6.2%) reported they never perform this standard. Fifteen subjects (13.3%) reported
they rarely perform this standard, while 40 subjects (35.4%) reported regularly perform this
standard. Six subjects (5.3%) did not rate this variable. Table 74 illustrates this data.
Table 74
ANA Standards of Professional Performance, Standard 15. Leadership. “I design innovations to
effect change in practice and outcomes” as selected by Role Specialty Oncology Registered
Nurses Study Group
Response
Never

n

Percentage
7
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6.2
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Rarely

15

13.3

Occasionally

45

39.8

Regularly

40

35.4

Non-response

6

5.3

113

100.0

Total

The fourth variable is: “I provide direction to enhance the effectiveness of the
multidisciplinary or interdisciplinary team”. The majority of subjects (n = 64, 56.6%) reported
regularly performing this standard. Six subjects (5.3%) reported never performing this standard.
Five subjects (4.4%) reported rarely performing this standard. Thirty-two respondents (28.3%)
reported occasionally performing this standard. Six subjects (5.3 %) did not rate this variable.
Table 75 illustrates this data.

Table 75
ANA Standards of Professional Performance, Standard 15. Leadership. “I provide direction to
enhance the effectiveness of the multidisciplinary or interdisciplinary team” as selected by Role
Specialty Oncology Registered Nurses Study Group
Response

n

Percentage

Never

6

5.3

Rarely

5

4.4

Occasionally

32

28.3

Regularly

64

56.6

6

5.3

113

100.0

Non-response
Total
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Objective Six
Objective six was to describe how oncology nurses utilize leadership skills to impact health
care programs, early detection programs, and patient education programs by measurement of
participation in these activities in both control and study group.
a. Participation in Health Care Programs – Control Group
Respondents were described on the variable “participation in health care programs”. The most
frequent selection by the subjects (n = 22, 57.9%) was for community outreach. The next most
frequent selection by the subjects (n = 19, 50.0%) was participation in research. The third most
frequent selection by the respondents (n = 12, 31.6%) was participation in survivorship
programs. The fourth most frequent selection by the subjects (n = 10, 26.3%) was participation in
advocacy and/or public policy programs. Only four subjects (10.5%) selected none of the above
for participation in health care programs. Table 76 illustrates data regarding participation in
health care programs by the registered nurses in the control group.
Table 76
Participation in Health Care Programs as selected by the Control Group Oncology Registered
Nurses that completed Sustaining Leadership Survey
Health Care Program

n

Percentagea

Community outreach

22

57.9

Research

19

50.0

Survivorship programs

12

31.6

Advocacy and/or public policy
programs

10

26.3

Smoking cessation

8

21.1

Skin cancer screening

7

18.4
(Table continued)
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Prostate cancer screening

7

18.4

Promote healthy foods in schools,
work places or communities

5

13.2

Navigation programs

5

13.2

Reduce tobacco products use
and exposure via prevention
education

4

10.5

Promotion of genetic screening

4

10.5

Provide safe, enjoyable, and accessible
environments for physical activity in
school and for transportation and
recreation in communities

1

2.6

None of the above

4

10.5

Total

104

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.

a. Participation in Health Care Programs – Study Group
Respondents were described on the variable “participation in health care programs”. The most
frequent selection by the subjects (n = 71, 62.8%) was for community outreach. The next most
frequent selection by the respondents (n = 54, 47.8%) was participation in survivorship
programs. The third most frequent selection by the subjects (n = 49, 43.4%) was participation in
research. The fourth most frequent selection by the subjects (n = 47, 41.6%) was participation in
advocacy and/or public policy programs. Only 11 subjects (9.7%) selected none of the above for
participation in health care programs. Table 77 illustrates data regarding participation in health
care programs by the registered nurses in the study group.
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Table 77
Participation in Health Care Programs as selected by the Study Group Oncology Registered
Nurses that completed Sustaining Leadership Survey
Health Care Program

n

Percentagea

Community outreach

71

62.8

Survivorship programs

54

47.8

Research

49

43.4

Advocacy and/or public policy
programs

47

41.6

Skin cancer screening

30

26.5

Promotion of genetic screening

29

25.7

Smoking cessation

28

24.8

Navigation programs

26

23.0

Prostate cancer screening

23

20.4

Reduce tobacco products use
and exposure via prevention
education

22

19.5

Promote healthy foods in schools,
work places or communities

13

11.5

Provide safe, enjoyable, and accessible
environments for physical activity in
school and for transportation and
recreation in communities

9

8.0

None of the above

11

9.7

Total

412

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.
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b. Early Detection Programs – Control Group
Respondents were described on the variable “participation in early detection programs”. The
most frequent selection by the subjects (n = 18, 47.4%) was for early detection breast cancer.
The next most frequent selection by the subjects (n = 9, 23.7%) was participation in early
detection for prostate cancer. The third most frequent selection by the respondents (n = 7, 18.4%)
was participation in early detection for skin cancer programs. Table 78 illustrates data regarding
participation in early detection programs by the registered nurses in the control group.
Table 78
Participation in Early Detection Programs as selected by the Control Group Oncology Registered
Nurses that completed Sustaining Leadership Survey
Early Detection Program

n

Percentagea

Breast cancer

18

47.4

Prostate cancer

9

23.7

Skin cancer

7

18.4

Cervical cancer

6

15.8

Colon and rectal cancer

6

15.8

Endometrial cancer

2

5.3

None of the above

16

42.1

Total

64

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.
b. Early Detection Programs – Study Group
Respondents were described on the variable “participation in early detection programs”. The
most frequent selection by the subjects (n = 50. 44.2%) was for early detection breast cancer.
The next most frequent selection by the respondents (n = 30, 26.5%) was for both participation in
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early detection for colon and rectal cancer and skin cancer. The third most frequent selection by
the subjects (n = 25, 22.1%) was participation in early detection for prostate cancer programs.
Table 79 illustrates data regarding participation in early detection programs by the registered
nurses in the study group.
Table 79
Participation in Early Detection Programs as selected by the Study Group Oncology Registered
Nurses that completed Sustaining Leadership Survey
Early Detection Program

n

Percentagea

Breast cancer

50

44.2

Colon and rectal cancer

30

26.5

Skin cancer

30

26.5

Prostate cancer

25

22.1

Cervical cancer

17

15.0

Endometrial cancer

5

4.4

None of the above

50

44.2

Total

207

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.
c. Patient Education Programs – Control Group
Respondents were described on the variable “participation in patient education programs”.
The two most frequent selections by the subjects (n = 14, 36.8%) were for patient education
programs for healthy lifestyles and reducing sun exposure. The next most frequent selection by
the respondents (n = 6, 15.8%) was patient education for physical activity. Table 80 illustrates
data regarding participation in patient education programs by the registered nurses in the control
group.
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Table 80
Participation in Patient Education Programs as selected by the Control Group Oncology
Registered Nurses that completed Sustaining Leadership Survey
Patient Education Program

n

Percentagea

Healthy lifestyles

14

36.8

Reduce sun exposure

14

36.8

Physical activity

6

15.8

Dietary patterns

5

13.2

Vaccination against HPV to prevent
cervical cancer

5

13.2

Relationship between weight control
diet, physical activity, and cancer

5

13.2

Weight control
Limit consumption of alcoholic
beverages

3
2

7.9
5.3

None of the above

11

28.9

Total

65

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.
c. Patient Education Programs – Study Group
Respondents were described on the variable “participation in patient education programs”.
The most frequent selection by the subjects (n = 52, 46.0%) was for patient education programs
for healthy lifestyles. The next most frequent selection by the respondents (n = 47, 41.6%) was
reducing sun exposure. Table 81 illustrates data regarding participation in patient education
programs by the registered nurses in the study group.
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Table 81
Participation in Patient Education Programs as selected by the Study Group Oncology Registered
Nurses that completed Sustaining Leadership Survey
Patient Education Program

n

Percentagea

Healthy lifestyles

52

46.0

Reduce sun exposure

47

41.6

Physical activity

37

32.7

Relationship between weight control
diet, physical activity, and cancer

35

31.0

Vaccination against HPV to prevent
cervical cancer

29

25.7

Weight control

27

23.9

Dietary patterns

21

18.6

Limit consumption of alcoholic
Beverages

11

9.7

None of the above

37

32.7

Total

296

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.

Objective Seven
Objective seven was to describe oncology registered nurses on top leadership
traits/skills/attributes as described by ANCC Magnet program competencies for control and
study groups.
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a. Top leadership traits/skills/attributes as defined by Magnet Hospitals – Control Group
Participants were asked to rate themselves on the top 11 traits/skills/attributes as defined by
Magnet hospitals. These traits include accessibility, collaborative, communication, flexibility,
good listener, honesty, influence, knowledge, positive disposition, support, and visibility.
Respondents were described on the variable “how accessible are you?” The majority of
subjects (n = 23, 60.53%) reported they were very accessible. Table 82 illustrates the data.
Table 82
Magnet Trait: How Accessible Are You? As selected by Oncology Registered Nurses Control
Group who completed Sustainable Leadership Survey
Percentagea

Response

n

Very accessible

23

60.53

Somewhat accessible

15

39.47

Somewhat inaccessible

2

5.26

Very inaccessible

2

5.26

Total

42

a

Multiple answers per participant possible. Percentages added may exceed 100 since a participant
may select more than one answer for this question.
Respondents were described on the variable “how collaborative are you?” The majority of
subjects (n = 31, 81.58%) reported they were very collaborative. Table 83 illustrates the data.
Table 83
Magnet Trait: How Collaborative Are You? As selected by Oncology Registered Nurses Control
Group who completed Sustainable Leadership Survey
Response

n

Very collaborative

31

Somewhat collaborative

Percentage

7
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81.58
18.42
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Not very collaborative

0

0.0

Not at all collaborative

0

0.0

38

100.0

Total

Respondents were described on the variable “how communicative are you?” The majority of
subjects (n = 26, 68.42%) reported they were very communicative. Table 84 illustrates the data.
Table 84
Magnet Trait: How Communicative Are You? As selected by Oncology Registered Nurses
Control Group who completed Sustainable Leadership Survey
Response

n

Very communicative

26

68.42

Somewhat communicative

12

31.58

Somewhat uncommunicative

0

0.0

Very uncommunicative

0

0.0

38

100.0

Total

Percentage

Respondents were described on the variable “how flexible are you?” The majority of subjects
(n = 20, 52.63%) reported they were very flexible. Table 85 illustrates the data.
Table 85
Magnet Trait: How Flexible Are You? As selected by Oncology Registered Nurses Control
Group who completed Sustainable Leadership Survey
Response

n

Very flexible

20

52.63

Somewhat flexible

18

47.37

Somewhat inflexible

Percentage

0

125

0.0
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Very inflexible
Total

0

0.0

38

100.0

Respondents were described on the variable “are you a good listener?” The majority of
subjects (n = 23, 60.53%) reported they were a very good listener. Table 86 illustrates the data.
Table 86
Magnet Trait: Are You a Good Listener? As selected by Oncology Registered Nurses Control
Group who completed Sustainable Leadership Survey
Response

n

Very good listener

23

60.53

Somewhat good listener

15

39.47

Poor listener

0

0.0

Very poor listener

0

0.0

38

100.0

Total

Percentage

Respondents were described on the variable “How honest are you?” The majority of subjects
(n = 34, 89.47%) reported they were very honest. Table 87 illustrates the data.

Table 87
Magnet Trait: How Honest Are You? As selected by Oncology Registered Nurses Control
Group who completed Sustainable Leadership Survey
Response

n

Very honest

34

89.47

Somewhat honest

4

10.53

Somewhat dishonest

0
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Percentage

0.0
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Very dishonest
Total

0

0.0

38

100.0

Respondents were described on the variable “how influential are you?” The majority of
subjects (n = 30, 78.95%) reported they were somewhat influential. Table 88 illustrates the data.
Table 88
Magnet Trait: How Influential Are You? As selected by Oncology Registered Nurses Control
Group who completed Sustainable Leadership Survey
Response

n

Very influential

8

21.05

Somewhat influential

30

78.95

Not very influential

0

0.0

Not at all influential

0

0.0

38

100.0

Total

Percentage

Respondents were described on the variable “how knowledgeable are you?” The majority of
subjects (n = 27, 71.05%) reported they were somewhat knowledgeable. Table 89 illustrates the
data.
Table 89
Magnet Trait: How Knowledgeable Are You? As selected by Oncology Registered Nurses
Control Group who completed Sustainable Leadership Survey
Response

n

Percentage

Very knowledgeable

11

28.95

Somewhat knowledgeable

27

71.05
(Table continued)
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Not very knowledgeable

0

0.0

Not at all knowledgeable

0

0.0

38

100.0

Total

Respondents were described on the variable “how positive is your disposition?” The majority
of subjects (n = 25, 65.79%) reported they have very positive dispositions. Table 90 illustrates
the data.
Table 90
Magnet Trait: How Positive is Your Disposition? As selected by Oncology Registered Nurses
Control Group who completed Sustainable Leadership Survey
Response

n

Percentage

Very positive

25

65.79

Somewhat positive

13

34.21

Somewhat negative

0

0.0

Very negative

0

0.0

Total
38
100.0
Respondents were described on the variable “how supportive are you?” The majority of
subjects (n = 34, 89.47%) reported they were very supportive. Table 91 illustrates the data.
Table 91
Magnet Trait: How Supportive Are You? As selected by Oncology Registered Nurses Control
Group who completed Sustainable Leadership Survey
Response

n

Very supportive

34

89.47

Somewhat supportive

4

10.53

Not very supportive

0
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Percentage

0.0
(Table continued)

Not at all supportive
Total

0

0.0

38

100.0

Respondents were described on the variable “how visible are you?” The majority of subjects
(n = 20, 52.63%) reported they were very visible. Table 92 illustrates the data.
Table 92
Magnet Trait: How Visible Are You? As selected by Oncology Registered Nurses Control
Group who completed Sustainable Leadership Survey
Response

n

Very visible

20

52.63

Somewhat visible

18

47.37

Not very visible

0

0.0

Not at all visible

0

0.0

38

100.0

Total

Percentage

a. Top leadership traits/skills/attributes as defined by Magnet Hospitals – Study Group
Participants were asked to rate themselves on the top 11 traits/skills/attributes as defined by
Magnet hospitals. These traits include accessibility, collaborative, communication, flexibility,
good listener, honesty, influence, knowledge, positive disposition, support, and visibility.
Respondents were described on the variable “how accessible are you?” The majority of
subjects (n = 92, 81.4%) reported they were very accessible. Table 93 illustrates the data.
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Table 93
Magnet Trait: How Accessible Are You? As selected by Oncology Registered Nurses Study
Group who completed Sustainable Leadership Survey
Response

n

Very accessible

92

81.4

Somewhat accessible

21

18.6

Somewhat inaccessible

0

0.0

Very inaccessible

0

0.0

113

100.0

Total

Percentage

Respondents were described on the variable “how collaborative are you?” The majority of
subjects (n = 96, 85.0%) reported they were very collaborative. Table 94 illustrates the data.
Table 94
Magnet Trait: How Collaborative Are You? As selected by Oncology Registered Nurses Study
Group who completed Sustainable Leadership Survey
Response

n

Very collaborative

96

85.0

Somewhat collaborative

17

15.0

Not very collaborative

0

0.0

Not at all collaborative

0

0.0

113

100.0

Total

Percentage

Respondents were described on the variable “how communicative are you?” The majority of
subjects (n = 83, 73.5%) reported they were very communicative. Table 95 illustrates the data.

130

Table 95
Magnet Trait: How Communicative Are You? As selected by Oncology Registered Nurses
Study Group who completed Sustainable Leadership Survey
Response

n

Very communicative

83

73.5

Somewhat communicative

30

26.5

Somewhat uncommunicative

0

0.0

Very uncommunicative

0

0.0

113

100.0

Total

Percentage

Respondents were described on the variable “how flexible are you?” The majority of subjects
(n = 73, 64.6%) reported they were very flexible. Table 96 illustrates the data.
Table 96
Magnet Trait: How Flexible Are You? As selected by Oncology Registered Nurses Study Group
who completed Sustainable Leadership Survey
Response

n

Very flexible

73

64.6

Somewhat flexible

40

35.4

Somewhat inflexible

0

0.0

Very inflexible

0

0.0

113

100.0

Total

Percentage

Respondents were described on the variable “are you a good listener?” The majority of
subjects (n = 75, 66.4%) reported they were a very good listener. Table 97 illustrates the data.
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Table 97
Magnet Trait: Are You a Good Listener? As selected by Oncology Registered Nurses Study
Group who completed Sustainable Leadership Survey
Response

n

Very good listener

75

66.4

Somewhat good listener

38

33.6

Poor listener

0

0.0

Very poor listener

0

0.0

113

100.0

Total

Percentage

Respondents were described on the variable “How honest are you?” The majority of subjects
(n = 100, 88.5%) reported they were very honest. Table 98 illustrates the data.
Table 98
Magnet Trait: How Honest Are You? As selected by Oncology Registered Nurses Study Group
who completed Sustainable Leadership Survey
Response

n

Very honest

Percentage

100

88.5

Somewhat honest

13

11.5

Somewhat dishonest

0

0.0

Very dishonest

0

0.0

113

100.0

Total

Respondents were described on the variable “how influential are you?” The majority of
subjects (n = 71, 62.8%) reported they were somewhat influential. Table 99 illustrates the data.
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Table 99
Magnet Trait: How Influential Are You? As selected by Oncology Registered Nurses Study
Group who completed Sustainable Leadership Survey
Response

n

Very influential

38

33.6

Somewhat influential

71

62.8

Not very influential

4

3.5

Not at all influential

0

0.0

113

100.0

Total

Percentage

Respondents were described on the variable “how knowledgeable are you?” The majority of
subjects (n = 76, 67.3%) reported they were very knowledgeable. Table 100 illustrates the data.
Table 100
Magnet Trait: How Knowledgeable Are You? As selected by Oncology Registered Nurses
Study Group who completed Sustainable Leadership Survey
Response

n

Very knowledgeable

76

67.3

Somewhat knowledgeable

37

32.7

Not very knowledgeable

0

0.0

Not at all knowledgeable

0

0.0

113

100.0

Total

Percentage

Respondents were described on the variable “how positive is your disposition?” The majority
of subjects (n = 76, 67.3%) reported they have very positive dispositions. Table 101 illustrates
the data.
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Table 101
Magnet Trait: How Positive is Your Disposition? As selected by Oncology Registered Nurses
Study Group who completed Sustainable Leadership Survey
Response

n

Very positive

76

67.3

Somewhat positive

36

31.9

Somewhat negative

0

0.0

Very negative

1

0.9

113

100.0

Total

Percentage

Respondents were described on the variable “how supportive are you?” The majority of
subjects (n = 103, 91.2%) reported they were very supportive. Table 102 illustrates the data.
Table 102
Magnet Trait: How Supportive Are You? As selected by Oncology Registered Nurses Study
Group who completed Sustainable Leadership Survey
Response

n

Very supportive

103

91.2

Somewhat supportive

10

8.8

Not very supportive

0

0.0

Not at all supportive

0

0.0

113

100.0

Total

Percentage

Respondents were described on the variable “how visible are you?” The majority of subjects
(n = 80, 70.8%) reported they were very visible. Table 103 illustrates the data.
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Table 103
Magnet Trait: How Visible Are You? As selected by Oncology Registered Nurses Study Group
who completed Sustainable Leadership Survey
Response

n

Very visible

80

70.8

Somewhat visible

32

28.3

Not very visible

1

0.9

Not at all visible

0

0.0

113

100.0

Total

Percentage

Objective Eight
Objective eight was to determine if oncology registered nurses precept/mentor newly licensed
nurses, precept/mentor other licensed nurses, serve as clinical faculty in an academic setting,
participate on care improvement teams, and monitor quality standards and safe practices.
a. Do you precept or mentor newly licensed nurses – Control Group
The majority of respondents (n = 25, 65.8%) reported yes that they precept or mentor newly
licensed nurses. The minority of respondents (n = 13, 34.2%) reported that they did not precept
or mentor newly licensed nurses. Table 104 illustrates this data.
Table 104
Precepting or Mentoring of Newly Licensed Nurses as selected by the Control Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Precepting/Mentoring Newly Licensed Nurses

n

Percentage

No

13

34.2

Yes

25

65.8

Total

38

100.0
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a. Do you precept or mentor newly licensed nurses – Study Group
The majority of respondents (n = 58, 51.3%) reported that they do not precept or mentor
newly licensed nurses. The minority of respondents (n = 55, 48.7%) reported that they do precept
or mentor newly licensed nurses. Table 105 illustrates this data.
Table 105
Precepting or Mentoring of Newly Licensed Nurses as selected by the Study Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Response

n

Percentage

No

58

51.3

Yes

55

48.7

Total

113

100.0

b. Do you precept or mentor other licensed nurses – Control Group
The majority of respondents (n =28, 73.7%) reported that yes they do precept or mentor other
licensed nurses. The minority of respondents (n = 10, 26.3%) reported they do not precept or
mentor other licensed nurses. Table 106 illustrates this data.
Table 106
Precepting or Mentoring of Other Licensed Nurses as selected by the Control Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Response

n

Percentage

No

10

26.3

Yes

28

73.7

Total

38

100.0
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b. Do you precept or mentor other licensed nurses – Study Group
The majority of respondents (n =101, 89.4%) reported that yes they do precept or mentor
other licensed nurses. The minority of respondents (n = 12, 10.6%) reported they do not precept
or mentor other licensed nurses. Table 107 illustrates this data.
Table 107
Precepting or Mentoring of Other Licensed Nurses as selected by the Study Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Response

n

Percentage

No

12

10.6

Yes

101

89.4

Total

113

100.0

c. Do you serve as clinical faculty in a local academic institute – Control Group
The majority of respondents (n = 34, 89.5%) reported they do not serve as clinical faculty in
a local academic institute. The minority of respondents (n = 4, 10.5%) reported that they do serve
as clinical faculty in a local academic institute. Table 108 illustrates this data.
Table 108
Serving as Clinical Faculty in a Local Academic Institute as selected by the Control Group
Oncology Registered Nurses that completed the Sustaining Leadership Survey
Response

n

Percentage

No

34

89.5

Yes

4

10.5

Total

38

100.0
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c. Do you serve as clinical faculty in a local academic institute – Study Group
The majority of respondents (n = 79, 69.9%) reported they do not serve as clinical faculty in
a local academic institute. The minority of respondents (n = 34, 30.1%) reported that they do
serve as clinical faculty in a local academic institute. Table 109 illustrates this data.
Table 109
Serving as Clinical Faculty in a Local Academic Institute as selected by the Study Group
Oncology Registered Nurses that completed the Sustaining Leadership Survey
Response
n
Percentage

No

79

69.9

Yes

34

30.1

Total

113

100.0

d. Do you participate on a care improvement team – Control Group
The majority of respondents (n = 26, 68.4%) reported that yes they did participate on a care
improvement team. The minority of respondents (n = 12, 31.6%) reported they did not
participate on a care improvement team. Table 110 illustrates this data.
Table 110
Participation on a Care Improvement Team as selected by the Control Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Response

n

Percentage

No

12

31.6

Yes

26

68.4

Total

38

100.0
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d. Do you participate on a care improvement team – Study Group
The majority of respondents (n = 72, 63.7%) reported that yes they did participate on a care
improvement team. The minority of respondents (n = 40, 35.4%) reported they did not
participate on a care improvement team. Table 111 illustrates this data.
Table 111
Participation on a Care Improvement Team as selected by the Study Group Oncology Registered
Nurses that completed the Sustaining Leadership Survey
Response

n

Percentage

No

40

35.4

Yes

72

63.7

1

0.9

113

100.0

Non-response
Total

e. Do you monitor quality standards and safe practice – Control Group
The majority of respondents (n = 27, 71.1%) reported that yes they did monitor quality
standards and safe practice. The minority of respondents (n = 11, 28.9%) reported that they did
not monitor quality standards and safe practice. Table 112 illustrates this data.
Table 112
Monitoring of Quality Standards and Safe Practice as selected by the Control Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Response

n

Percentage

No

11

28.9

Yes

27

71.1
(Table continued)
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Total

38

100.0

e. Do you monitor quality standards and safe practice – Study Group
The majority of respondents (n = 89, 78.8%) reported that yes they did monitor quality
standards and safe practice. The minority of respondents (n = 24, 21.1%) reported that they did
not monitor quality standards and safe practice. Table 113 illustrates this data.
Table 113
Monitoring of Quality Standards and Safe Practice as selected by the Study Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Response

n

Percentage

No

24

21.1

Yes

89

78.8

Total

113

100.0

Objective Nine
Objective nine was to determine the frequency of use of four identified leadership styles that
identify with nursing for the control and study groups.
a. Leadership Styles – Control Group
The next four variables are the most observed leadership styles of nurses. The respondents
were asked to select the frequency that they practice each of the four leadership styles described.
Transformational leadership style is characterized as instilling pride and motivation; sharing
vision for the organization; providing staff direction in attaining organizational goals; and
demonstrating openness to staff input and ideas. The majority of the respondents (n = 19, 50.0%)
stated they regularly practice this leadership style. Sixteen respondents (42.1%) reported
occasionally practicing this leadership style. Three respondents (7.9%) reported rarely practicing
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this leadership style. No respondents stated that they never practice this style. Table 114
illustrates this data.
Table 114
Frequency of Practicing Transformational Leadership as selected by the Control Group
Oncology Registered Nurses that completed the Sustaining Leadership Survey
Frequency

n

Percentage

Never

0

0.0

Rarely

3

7.9

Occasionally

16

42.1

Regularly

19

50.0

Total

38

100.0

Transactional leadership style is characterized by focusing upon daily operations and goal
setting for staff; having contingent rewards; management by exception; adopting a laissez-faire
approach. The majority of respondents (n = 16, 42.1%) reported they occasionally practice this
leadership style. Eleven respondents (28.9%) reported rarely practicing this leadership style.
Nine respondents (23.7%) reported regularly practicing this leadership style, while 2 (5.3%)
reported never practicing this leadership style. Table 115 illustrates this data.

Table 115
Frequency of Practicing Transactional Leadership as selected by the Control Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Frequency

n

Percentage

Never

2

5.3

Rarely

11

28.9
(Table continued)
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Occasionally

16

42.1

Regularly

9

23.7

Total

38

100.0

Emotional intelligence leadership is characterized by having awareness of emotions and how
to regulate them; ability to monitor our own emotions and the emotions of others; uses this
information to guide thinking and actions. The majority of respondents (n = 19, 50.0%) reported
they regularly utilize this leadership style. Fourteen respondents (36.8%) reported occasionally
utilizing this leadership style. Four respondents (10.5%) reported rarely using this leadership
style, while one respondent (2.6%) reported never using this style. Table 116 illustrates this data.
Table 116
Frequency of Practicing Emotional Intelligence Leadership as selected by the Control Group
Oncology Registered Nurses that completed the Sustaining Leadership Survey
Frequency

n

Percentage

Never

1

2.6

Rarely

4

10.5

Occasionally

14

36.8

Regularly

19

50.0

Total

38

100.0

People who choose to live a life of integrity characterize authentic leadership style. They are
not only honest in relationships with others, but most importantly they are honest and true to
themselves. The majority of respondents (n = 23, 60.5%) reported regularly practicing this
leadership style. Thirteen respondents (34.2%) reported practicing this leadership style
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occasionally. One respondent (2.6%) reported rarely practicing this leadership style. One
respondent (2.6%) reported never practicing this leadership style. Table 117 illustrates this data.
Table 117
Frequency of Practicing Authentic Leadership as selected by the Control Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Frequency

n

Percentage

Never

1

2.6

Rarely

1

2.6

Occasionally

13

34.2

Regularly

23

60.5

Total

38

100.0

a. Leadership Styles – Study Group
The next four variables are the most observed leadership styles of nurses. The respondents
were asked to select the frequency that they practice each of the four leadership styles described.
Transformational leadership style is characterized as instilling pride and motivation; sharing
vision for the organization; providing staff direction in attaining organizational goals; and
demonstrating openness to staff input and ideas. The majority of the respondents (n = 71, 62.8%)
stated they regularly practice this leadership style. Thirty-five respondents (31.0%) reported
occasionally practicing this leadership style. Five respondents (4.4%) reported rarely practicing
this leadership style. No respondents stated that they never practice this style. One subject did
not respond. Table 118 illustrates this data.
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Table 118
Frequency of Practicing Transformational Leadership as selected by the Study Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Frequency

n

Percentage

Never

1

0.9

Rarely

5

4.4

Occasionally

35

31.0

Regularly

71

62.8

1

0.9

113

100.0

Non-response
Total

Transactional leadership style is characterized by focusing upon daily operations and goal
setting for staff; having contingent rewards; management by exception; adopting a laissez-faire
approach. The majority of respondents (n = 56, 49.6%) reported they occasionally practice this
leadership style. Twenty respondents (17.7%) reported rarely practicing this leadership style.
Twenty-eight respondents (24.8%) reported regularly practicing this leadership style, while nine
(8.0%) reported never practicing this leadership style. Table 119 illustrates this data.
Table 119
Frequency of Practicing Transactional Leadership as selected by the Study Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Frequency

n

Percentage

Never

9

8.0

Rarely

20

17.7

Occasionally

56

49.6
(Table continued)
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Regularly
Total

28

24.8

113

100.0

Emotional intelligence leadership is characterized by having awareness of emotions and how
to regulate them; ability to monitor our own emotions and the emotions of others; uses this
information to guide thinking and actions. The majority of respondents (n = 61, 54.0%) reported
they regularly utilize this leadership style. Forty-six respondents (40.7%) reported occasionally
utilizing this leadership style. Six respondents (5.3%) reported rarely using this leadership style,
while no respondents reported never using this style. Table 120 illustrates this data.
Table 120
Frequency of Practicing Emotional Intelligence Leadership as selected by the Study Group
Oncology Registered Nurses that completed the Sustaining Leadership Survey
Frequency

n

Percentage

Never

0

0.0

Rarely

6

5.3

Occasionally

46

40.7

Regularly

61

54.0

113

100.0

Total

People who choose to live a life of integrity characterize authentic leadership style. They are
not only honest in relationships with others, but most importantly they are honest and true to
themselves. The majority of respondents (n = 94, 83.2%) reported practicing this leadership style
regularly. Fifteen respondents (13.3%) reported practicing this leadership style occasionally.
Three respondents (2.7%) reported rarely practicing this leadership style. One respondent (0.9%)
reported never practicing this leadership style. Table 121 illustrates this data.
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Table 121
Frequency of Practicing Authentic Leadership as selected by the Study Group Oncology
Registered Nurses that completed the Sustaining Leadership Survey
Frequency

n

Percentage

Never

1

0.9

Rarely

3

2.7

Occasionally

15

13.3

Regularly

94

83.2

113

100.0

Total

Objective Ten
Objective ten was to determine which leadership competencies, as described by the
Healthcare Advisory Board, are the most important to oncology nurses in the control and study
groups.
a. Healthcare Advisory Board Leadership Competencies – Control Group
Respondents were asked to select the three most important leadership competencies as
described by the Healthcare Advisory Board. Competencies included: communication;
performance management; staff development and retention; managing conflict; coalition
building and peer leadership; leading change; analytic skills; financial acumen; operations
management; customer focus; legal and regulatory compliance; and core attributes including
realistic self-confidence, clinical credibility, flexibility and work-life balance. The majority of
subjects (n = 31, 81.6%) stated communication was the most important competency. The next
most frequent selection by subjects (n = 19, 50.0%) was for the competency that included core
attributes including realistic self-confidence, clinical credibility, flexibility and work-life
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balance. The third most frequent selection by subjects (n = 16, 42.1%) was for leading change.
Table 122 illustrates this data.
Table 122
Healthcare Advisory Board Top 12 Leadership Competencies as selected by Oncology
Registered Nurses Control Group completing Sustainable Leadership Survey
Competency

n

Percentagea

Communication

31

81.6

2

75.3

14

36.8

Managing conflict

9

23.7

Coalition building and peer
leadership

2

5.3

Leading change

16

42.1

Analytic skills

2

5.3

Financial acumen

0

0.0

Operations management

3

7.9

14

36.8

2

5.3

19

50.0

Performance management
Staff development and retention

Customer focus
Legal and regulatory compliance
Core attributes including realistic selfconfidence, clinical credibility,
flexibility and work-life balance
Total

114

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.
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a. Healthcare Advisory Board Leadership Competencies – Study Group
Respondents were asked to select the three most important leadership competencies as
described by the Healthcare Advisory Board. Competencies included: communication;
performance management; staff development and retention; managing conflict; coalition
building and peer leadership; leading change; analytic skills; financial acumen; operations
management; customer focus; legal and regulatory compliance; and core attributes including
realistic self-confidence, clinical credibility, flexibility and work-life balance. The majority of
subjects (n = 90, 79.6%) stated communication was the most important competency. The next
most frequent selection by subjects (n = 57, 50.4%) was for the competency that included core
attributes including realistic self-confidence, clinical credibility, flexibility and work-life
balance. The third most frequent selection by subjects (n = 48, 42.5%) was for leading change.
Table 123 illustrates this data.
Table 123
Healthcare Advisory Board Top 12 Leadership Competencies as selected by Oncology
Registered Nurses Study Group completing Sustainable Leadership Survey
Competency

n

Percentagea

Communication

90

79.6

Performance management

8

7.1

Staff development and retention

45

39.8

Managing conflict

12

10.6

Coalition building and peer
leadership

20

17.7

Leading change

48

42.5

Analytic skills

7

6.2
(Table continued)
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Financial acumen

4

3.5

Operations management

4

3.5

Customer focus

38

33.6

Legal and regulatory compliance

8

7.1

Core attributes including realistic selfconfidence, clinical credibility,
flexibility and work-life balance

57

50.4

Total

341

a

Multiple answers per participant are possible. Percentages added may exceed 100 since a
participant may select more than one answer for this question.

Objective Eleven
Objective eleven was to determine if their leadership role provides personal nursing
satisfaction by control and study groups.
a. Leadership Role’s Contribution to Nursing Satisfaction – Control Group
Respondents were described on the variable “how much does your leadership role contribute
to your personal nursing satisfaction?” The majority of respondents (n = 25, 65.8%) reported that
their leadership role very much contributes to their personal nursing satisfaction. Table 124
illustrates this data.
Table 124
Leadership Role’s Contribution to Nursing Satisfaction as selected by Oncology Registered
Nurses Control Group completing Sustainable Leadership Survey
Response

n

Percentage

Very much

25

65.8

Somewhat

12

31.6
(Table continued)
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Not very much

1

2.6

Not at all

0

0.0

Total

38

100.0

a. Leadership Role’s Contribution to Nursing Satisfaction – Study Group
Respondents were described on the variable “how much does your leadership role contribute
to your personal nursing satisfaction?” The majority of respondents (n = 82, 72.6%) reported that
their leadership role very much contributes to their personal nursing satisfaction. Table 125
illustrates this data.
Table 125
Leadership Role’s Contribution to Nursing Satisfaction as selected by Oncology Registered
Nurses Study Group completing Sustainable Leadership Survey
Response

n

Percentage

Very much

82

72.6

Somewhat

27

23.9

Not very much

3

2.7

Not at all

1

0.9

113

100.0

Total

Objective Twelve
Objective twelve was to determine if the organization that employs oncology nurses
advocates succession planning for nursing leadership for the control and study groups.
a. Employer Advocates Succession Planning – Control Group
Respondents were described on the variable, “Does your employer advocate succession
planning for nurse leaders?” The majority of respondents (n = 26, 68.4%) reported that their
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employers did advocate succession planning. The minority of respondents (n = 12, 31.6%)
reported no succession planning was advocated. Table 126 illustrates this data.
Table 126
Employer Advocates Succession Planning as selected by Oncology Registered Nurses Control
Group completing Sustainable Leadership Survey
Response

n

Percentage

No

12

31.6

Yes

26

68.4

Total

38

100.0

a. Employer Advocates Succession Planning - Study Group
Respondents were described on the variable, “Does your employer advocate succession
planning for nurse leaders?” The majority of respondents (n = 62, 54.9%) reported that their
employers did advocate succession planning. The minority of respondents (n = 51, 45.1%)
reported no succession planning was advocated. Table 127 illustrates this data.
Table 127
Employer Advocates Succession Planning as selected by Oncology Registered Nurses Study
Group completing Sustainable Leadership Survey
Response

n

Percentage

No

51

45.1

Yes

62

54.9

Total

113

100.0
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Objective Thirteen
Objective thirteen was to determine if the organization that employs these nurses has a
traditional or collaborative approach to leadership as prescribed by the Center for Creative
Leadership for the control and study groups.
a. Center for Creative Leadership Organization’s Approach to Leadership – Control
Group
Respondents were asked to rate their organization’s approach to leadership across a paired
continuum from traditional to collaborative. Each leadership trail on the traditional column was
paired with one in the collaborative column. On a scale from 1 to 10, with 1 being the lowest and
10 being the highest selection, the respondents were to quality each of the leadership pairs. Table
128 illustrates this data.
Table 128
Center for Creative Leadership Organization’s Approach to Leadership as selected by Oncology
Registered Nurses Control Group completing Sustainable Leadership Survey
View

Highest Selection on Scale

Traditional Approach
A position
Functional
Happens at the top
Rewarded for being a star
Independent decision-making
Individual leadership competencies
Position power
Competitive
Stay the course strategy
Logical perspective
Sells their opinions
Profit

View

Highest Selection on Scale

Collaborative Approach
A process
Boundary-less orientation
Throughout the organization
Success of others
Interdependent decision-making
Develop via groups & networks
Power lies in knowledge
Collaborative
Emergent/flexible strategy
Values perspective
Inquires for buy-in
Improvement

5
8
8
5/6/8 tie
6/7 tie
7
5
6
6/7 tie
6/7 tie
9
5
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7
5
5
8
5/7 tie
8
8
7
7
7
7
8

a. Center for Creative Leadership Organization’s Approach to Leadership – Study Group
Respondents were asked to rate their organization’s approach to leadership across a paired
continuum from traditional to collaborative. Each leadership trail on the traditional column was
paired with one in the collaborative column. On a scale from 1 to 10, with 1 being the lowest and
10 being the highest selection, the respondents were to quality each of the leadership pairs. Table
129 illustrates this data.

Table 129
Center for Creative Leadership Organization’s Approach to Leadership as selected by Oncology
Registered Nurses Study Group completing Sustainable Leadership Survey
View

Highest Selection on Scale

Traditional Approach
A position
Functional
Happens at the top
Rewarded for being a star
Independent decision-making
Individual leadership competencies
Position power
Competitive
Stay the course strategy
Logical perspective
Sells their opinions
Profit

View

Highest Selection on Scale

Collaborative Approach
A process
Boundary-less orientation
Throughout the organization
Success of others
Interdependent decision-making
Develop via groups & networks
Power lies in knowledge
Collaborative
Emergent/flexible strategy
Values perspective
Inquires for buy-in
Improvement

5/8 tie
8
8
8
8
8
8
9
6
5
5
8

8
5
8
9
8
9
8
5
8
5
8
8/9 tie

Objective Fourteen
Objective fourteen was to determine the frequency of practice of the ANA standards of
Professional Performance Standard 15, Leadership affiliated with oncology nurses of both the
control and study group. The control group had a mean group statistic of 3.7456 with a standard
deviation of .28668, whereas the study group had a mean statistic of 3.7827 with a standard
153

deviation of .32770. The responses were coded as follows: “never = 1”, “rarely = 2”,
“occasionally = 3”, and “regularly = 4”. Mean scores were similar for both groups.
Objective Fifteen
Objective 15 was to determine whether differences exist in leadership practices of oncology
control group versus study group nurses as measured by responses to Oncology Nurses
Sustainable Leadership Survey Instrument. An independent sample T-test was selected. A df of
148, the critical value for t was equal to 1.96 at the .05 level of significance. Since the value of t
(.621) does not exceed the critical value, then the null hypothesis is not rejected and the means
are considered equal. The Levene’s test for equality of variances, assuming variances were equal,
had an F value of .207, which is not significant therefore the assumption of homogeneity is met
and the groups’ variances are equal.

154

Chapter 5
Summary, Conclusions, and Recommendations
Purpose and Objectives

The primary purpose of the study was to describe the impact of participation in the Oncology
Nursing Society’s Leadership Development Institute on the leadership skills of oncology
registered nurses employed in various clinical settings around the United States utilizing the
Oncology Sustainable Leadership survey data. The specific research objectives explored in the
study were:
1. To describe these control and study group oncology nurses on the following demographic
characteristics:
a. Age
b. Gender
c. Race
d. Marital status
e. Employment status
f. Highest degree obtained in nursing
g. Highest degree obtained in other than nursing
h. Number of years as a Registered Nurse
i. Current position
j.

Previous leadership education

k. Retirement plans
l. Mentoring of others, number and position
m. Mentor for self, number of years nursing experience of mentor
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n. Year they attended LDI - study group only
o. Leadership education since LDI - study group only
p. Leadership positions since LDI - study group only

2. To describe leadership styles of study group oncology nurses utilizing Kouzes & Posner’s
Five Practices of Exemplary Leadership after attending LDI. The specific leadership styles are:
a. Modeling the Way
b. Inspiring a Shared Vision
c. Challenging the Process
d. Enabling Other to Act
e. Encouraging the Heart
3. To describe how oncology nurses use leadership skills to facilitate development and
maintenance of care standards by quantifying the specific ANA Standards of Professional
Performance Standard 15, Leadership (new in 2004) for control and study groups.
4. To describe which additional measurement criteria of the ANA Standards of Professional
Performance Standard 15, Leadership are utilized by Oncology Advanced Practice Registered
Nurses for control and study groups.
5. To describe which additional measurement criteria of the ANA Standards of Professional
Performance Standard 15, Leadership are utilized by Oncology Nursing Role Specialty nurses
for control and study groups.
6. To describe how oncology nurses utilize leadership skills to impact health care programs,
early detection programs, patient education programs by measurement of participation in these
activities since participation in LDI for control and study groups.
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7. To describe oncology nurses on top leadership traits/skills/attributes as described by ANCC
Magnet program competencies for control and study groups.
8. To determine if oncology nurses precept/mentor newly licensed nurses, precept/mentor other
licensed nurses, serve as clinical faculty in an academic setting, participate on care improvement
teams, and monitor quality standards and safe practices for control and study groups.
9. To determine the frequency of use of four identified leadership styles that identify with
nursing for control and study groups.
10. To determine which leadership competencies are the most important to oncology nurses for
control and study groups.
11. To determine if their leadership role provides personal nursing satisfaction for control and
study groups.
12. To determine if the organization that employs oncology nurses advocates succession
planning for nursing leadership for control and study groups.
13. To determine if the organization that employs these nurses has a traditional or collaborative
approach to leadership for control and study groups.
14. To determine the frequency of practice of the ANA standards of Professional Performance
Standard 15, Leadership affiliated with oncology nurses of both the control and study group.
15. To determine whether differences exist in leadership practices of oncology control group
versus study group nurses as measured by responses to Oncology Nurses Sustainable Leadership
Survey Instrument.
Procedures
The target population in the study was registered nurses with Oncology Nursing
Certification (OCN) who completed the Oncology Nursing Society’s Leadership Development
Institute as a fellow within the last 10 years. The sample chosen for the study is a non-random
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convenience sample of registered nurses with Oncology Nursing Certifications who participated
in the Oncology Nursing Society, Leadership Development Institute as fellows from 1998
through 2008 who reside in the United States. The control group for this study was the fellows
who entered the program in October 2009. A convenience sample was chosen based on the
availability of the participants and access to them by the researcher.
Summary of Findings
Objective One
The findings for Objective One indicate that the mean age for the control group was 44.66
years old, whereas the study group was slightly older with a mean of 50.29 years old. The range
of the control group was from 28 to 60 years old, whereas the study group ranged from 29 to 73
years old.
When asked about number of years as a registered nurse, the control group mean was 17.18
years of experience. The survey instrument failed to capture this data for the study group.
Female was the most frequently reported gender for both the control group (n = 34, 89.5%)
and the study group (n = 107, 94.7%).
The majority of respondents for both the control group (n = 26, 68.4%) and the study group (n
= 96, 85.0%) indicated their race as “Caucasian/White”. The second highest group indicated their
race as “Black/African American” for the control group (n= 6, 15.8%) and “Asian” for the study
group (n = 6, 5.3%). The third highest group indicated their race as “Asian” for the control group
(n = 3, 7.9%) and “Black/African American” for the study group (n = 4, 3.5%). In summary, the
most frequently selected races were “Caucasian/White”, “Black/African American”, and
“Asian”.
The majority of respondents for both the control group (n = 24, 63.2%) and the study group (n
= 80, 70.8%) indicated their marital status as married. The next highest group indicated a tie for
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the marital status “single/never married” and “divorced”. This was the case for both the control
group (n = 7, 18.4%) and the study group (n = 13, 11.5%). In summary, the majority of
respondents for both groups were married.
The majority of respondents for both the control group (n = 37, 90.2%) and the study group (n
= 106, 93.8%) indicated they held full-time employment status.
The majority of respondents for both the control group (n = 17, 44.7%) and the study group (n
= 69, 61.1%) indicated that a master’s degree in Nursing was the highest degree held in nursing.
When asked to indicate if their highest degree was in an area other than nursing, the control
group indicated four other areas of study, which included: Healthcare, Master of Arts in Biology,
Master of Arts and Master of Public Health. The study group reported no degrees other than
nursing.
The highest frequency of respondents for both the control group (n = 16, 42.1%) and the
study group (n = 33, 29.2%) selected their current position to be that of
“Director/Manager/Coordinator”. The next most frequent selection by the control group (n = 5,
13.16%) was for staff nurse, where as the study group (n = 16, 14.2%) was for nurse practitioner.
When asked if they had previous leadership education, the majority of the control group (n =
21, 55.26%) indicated they did not, where as the majority of the study group (n = 60, 53.1%)
indicated they did have previous leadership education.
When asked when they would consider retirement, the control group (n = 11, 28.95%)
indicated retirement in 11 - 15 years as the highest frequency selection. The study group (n = 29,
25.7%) indicated retirement in 6 - 10 years as the highest frequency selection.
The majority of respondents for both the control group (n = 24, 63.16%) and the study group
(n = 104, 92.0%) indicated that they do mentor others. When asked to quantify the number of
people mentored, the control group indicated mentoring from 2 – 25 people, whereas the study
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group mentored from 0 – 232 people. When asked to quantify a specific job classification, both
groups reported mentoring similar job types. When asked if they had a personal mentor, both the
control group (n = 25, 65.8%) and the study group (n = 80, 70.8%) indicated yes, they did have a
mentor. When asked to report the number of years of nursing experience of their mentor, both
groups’ highest reported frequency was for the mentor having 20 years of experience.
Study group respondents were asked to delineate the year they attended LDI. There were
respondents from all the years that LDI held a cohort. The respondents ranged from 8 – 15
subjects for each cohort.
Study group respondents were asked to indicate additional leadership education since
attending LDI. The highest frequency selection was for continuing educational seminar, followed
by self-directed learning activity, management workshops, advanced degrees, leadership
programs and other. The lowest frequency selection was for residency programs.
The majority of study group respondents (n = 78, 69.0%) indicated accepting an additional
leadership position or responsibility since completing LDI. These leadership positions or
responsibilities included an increased span of control; a promotion within the hospital setting;
activity at local, state, national or board level; a faculty position or advanced degree; owning a
business; leading a project, team or committee; writing and/or publishing, and research.
Objective Two
Findings of Objective Two indicated that the greatest number of study group oncology nurse
respondents (n = 82, 72.6%) reported regularly utilizing the practice of “modeling the way”. For
the practice of “inspiring a shared vision”, the majority of respondents (n = 77, 68.1%) reported
regularly utilizing this practice. For the practice of “challenging the process”, the majority of
respondents (n = 93, 82.3%) reported regularly utilizing this practice. For the practice of
“enabling others to act”, the majority of respondents (n = 92, 81.4%) reported regularly utilizing
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this practice. For the final practice of “encouraging the heart”, the majority of respondents (n =
85, 75.2%) reported regularly utilizing this practice. In summary, the study group regularly
utilizes Kouzes & Posner’s five practice of exemplary leadership the majority of the time.
Objective Three
The findings for Objective Three indicate that both the control group (n = 36, 94.7%) and
study group (n = 112, 99.1%) selected “I demonstrate a commitment to continuous, lifelong
learning for self and others” as the most frequently performed standard of the ANA Standards of
Professional Performance for Standard 15, Leadership. The next most frequently performed
standard of the ANA Standards of Professional Performance for Standard 15, Leadership was “I
engage in teamwork as a team player and a team builder”. Both the control group (n = 35,
92.1%) and the study group (n = 104, 92.0%) selected this standard. Additionally the control
group (n = 35, 92.1%) had a tie with the standard, “I demonstrate energy, excitement, and a
passion for quality work”. The third most frequently performed standard for the control group (n
= 32, 84.2%) was, “I teach others to succeed by mentoring and other strategies”. Similarly, the
study group (n = 102, 90.3%) also selected this as the third most frequently performed standard
under leadership. However the study group (n = 102, 90.3%) also tied this performance with the
following standard: “I promote advancement of the profession through participation in
professional organizations”. In summary, both the control group and the study group identically
selected the top three standards for all registered nurses for leadership.
Objective Four
The findings for Objective Four indicate that both the control group (n = 24, 63.2%) and
study group (n = 76, 67.3%) selected “I provide direction to enhance the effectiveness of the
healthcare team” as the most frequently performed standard of the ANA Standards of
Professional Performance for Standard 15, Leadership for the Advanced Practice registered
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nurse. Both the control group (n = 20, 50.0%) and study group (n = 70, 61.9%) selected “I work
to influence decision-making bodies to improve patient care” as the second most frequently
performed standard of the ANA Standards of Professional Performance for Standard 15,
Leadership for Advance Practice registered nurses. In summary, both the control group and the
study group identically selected the top two standards for all advanced practice registered nurses
for leadership.
Objective Five
The findings for Objective Five indicate that both the control group (n = 21, 65.3%) and study
group (n = 64, 56.6%) selected “I provide direction to enhance the effectiveness of the
multidisciplinary or interdisciplinary team” as the most frequently performed standard of the
ANA Standards of Professional Performance for Standard 15, Leadership for the Role Specialty
registered nurse. In summary, both the control group and the study group identically selected the
top standard for all role specialty registered nurses for leadership.
Objective Six – Health Care Programs
The findings for Objective Six indicate that the majority of both the control group (n = 22,
57.9%) and study group (n = 71, 62.8%) selected community outreach as the health care program
with the most frequent participation. The second most frequent participation for the control
group (n = 19, 50.0%) was research, which rated third for the study group (n = 49, 43.4%).
Inversely, the third most frequent participation for the control group (n = 12, 31.6%) was
participation in survivorship programs, which rated second for the study group (n = 54, 47.8%).
In summary, both the control group and the study group identically selected community outreach
as the health care program with the most frequent participation. Healthcare programs in research
and survivorship ranked as the second and third most frequently selected health care programs.
Objective Six – Early Detection Programs
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The findings for Objective Six indicate that the majority of both the control group (n = 18,
47.4%) and study group (n = 50, 44.4%) selected breast cancer as the early detection program
with the most frequent participation. The second most frequent participation for the control
group (n = 9, 23.7%) was early detection for prostate cancer, which rated third for the study
group (n = 25, 22.1%). Inversely, the third most frequent participation for the control group (n =
7, 18.4%) was participation in skin cancer early detection programs, which rated second for the
study group (n = 30, 26.5%). Also ranking second for the study group (n = 30, 26.5%) was
participation in colon and rectal cancer early detection programs. In summary, both the control
group and the study group identically selected early detection programs in breast cancer as the
health care program with the most frequent participation. Early detection programs in prostate
and skin cancer ranked as the second and third most frequently selected health care programs.
Objective Six – Patient Education Programs
The findings for Objective Six indicate that the majority of both the control group (n = 14,
36.8%) and study group (n = 52, 46.0%) selected healthy lifestyles as the patient education
program with the most frequent participation. Additionally the control group (n = 14, 36.8%)
selected reducing sun exposure as the tied selection for the patient education program with the
most frequent participation. Reducing sun exposure was the second most frequent selection by
the study group (n = 47, 41.6%). The second most frequent selection by the control group (n = 6,
15.8%) was for patient education programs for physical activity. This patient education program
ranked third in frequency for the study group (n = 37, 32.7%). In summary, the patient education
programs for healthy lifestyles, physical activity and reducing sun exposure ranked as the top
three most frequently utilized programs for both the control and study groups.
Objective Seven
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The findings for Objective Seven center on the traits/skills/attributes as defined by Magnet
hospitals. The control group (n = 34, 89.5%) ranked honesty as the most positive trait, selecting
“very honest” as the most frequent choice. The control group (n = 34, 89.5%) also ranked being
“very supportive” as a tie for most frequent choice. The study group (n = 100, 88.5%) ranked
honesty as the second most positive trait. The study group (n = 103, 91.2%) ranked “very
supportive” as the most positive trait. The control group (n = 31, 81.58%) ranked “very
collaborative” as the second most positive trait, whereas the study group (n = 96, 85.0) ranked
this as their third most positive trait. The control group (n = 26, 68.4%) ranked “very
communicative” as their third most positive trait. The study group (n = 83, 73.5%) ranked “very
communicative” as their fourth most positive trait. In summary, of the 11 traits/skills/attributes
identified by Magnet hospital, both the control group and study group selected “very honest”,
“very supportive”, “very collaborative” and “very communicative” as the top four choices for
most positive traits.
Objective Eight
The findings for Objective Eight indicates that the majority of the control group (n = 25,
65.8%) precept or mentor newly licensed nurses, while only the minority of the study group (n =
58, 51.3%) performs this service. When asked if they precept or mentor other licensed nurse,
both the control group (n = 28, 73.7%) and the study group (n = 101, 89.4%) indicated they
performed this service. Likewise when asked if they serve as clinical faculty in a local academic
institute, both the control group (n = 34, 89.5%) and the study group (n = 79, 69.9%) reported
they do not perform this service. Similarly when asked if they participate on a care improvement
team, both the control group (n = 26, 68.4%) and the study group (n = 72, 63.7%) reported they
did serve on teams. When asked if they monitor quality standards and safe practice, both the
control group (n = 27, 71.1%) and the study group (n = 89, 78.8%) reported performing this
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service. In summary, the control group mentors more newly licensed staff, otherwise both the
control group and the study group mentor other licensed staff; do not serve as clinical faculty; do
participate on care improvement teams; and do monitor quality standards and safe practice.
Objective Nine
The findings for Objective Nine indicate that both the control group (n = 23, 60.5%) and the
study group (n = 94, 83.2%) practice Authentic leadership on a regular basis. Both the control
group (n = 19, 50.0%) and the study group (n = 71, 62.8%) practice Transformational leadership
on a regular basis as the second most utilized leadership style. The study group had a tie with
Emotional Intelligence as the second most utilized leadership style. The control group (n = 61,
54.0%) selected Emotional Intelligence as their third most utilized leadership style. Both the
control group (n = 9, 23.7%) and the study group (n = 28, 24.8%) selected Transactional
leadership as their last choice for leadership styles. In summary, both groups selected Authentic
leadership as the leadership style of choice that they practice on a regular basis. Both groups
were also similar in selecting Transactional leadership as a last choice.
Objective Ten
The findings for Objective Ten indicate that both the control group (n = 31, 81.6%) and the
study group (n = 90, 79.6%) selected “communication” as the most important leadership
competency as described by the Healthcare Advisory Board. The control group (n = 19, 50.0%)
and the study group (n = 57, 50.4%) selected “core attributes including realistic self-confidence,
clinical credibility, flexibility and work-life balance” as the second most important leadership
competency. The control group (n = 16, 42.1%) and the study group (n = 48, 42.5%) selected
“leading change” as the third most important leadership competency. In summary both the
control group and the study group made the same top three selections for top leadership
competencies as described by the Healthcare Advisory Board.
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Objective Eleven
The findings for Objective Eleven indicate that majorities in both the control group (n = 25,
65.8%) and the study group (n = 82, 72.6%) responded that their leadership role contributed very
much to personal nursing satisfaction. Additionally both the control group (n = 12, 31.6%) and
the study group (n = 27, 23.9%) responded that their leadership role contributed somewhat to
nursing satisfaction. Less then 4% responded that leadership either did not contribute to nursing
satisfaction at all or not very much. In summary, the majority of both groups reported that a
leadership role contributes to personal nursing satisfaction.
Objective Twelve
The findings for Objective Twelve indicate that both the control group (n = 26, 68.4%) and
the study group (n = 52, 54.9%) responded that their employers advocated succession planning
for nurse leaders. In summary, the majority of both groups reported that succession planning was
advocated for nurse leaders.
Objective Thirteen
The findings for Objective Thirteen indicate that both the control group and the study group
reported that their organizations favor a collaborative approach to leadership, rather than the
traditional approach as described by the Center for Creative Leadership. In the traditional
approach the control group selected “sells their opinions” as the highest rated traditional view,
whereas the study group selected “competitive”. The view, “success of others” was selected as
the highest rated collaborative approach view by both the control and study groups. In summary,
both the control group and the study group were moving towards a more collaborative approach
to leadership.
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Objective Fourteen
The findings for Objective Fourteen indicate that both the control group and the study group
had similar mean scores for the cumulative ANA Standards of Professional Performance for
Standard 15, 3.74 and 3.78 respectfully.
Objective Fifteen
The findings for Objective Fifteen indicate that utilizing the Levene’s test for equality of
variances, the groups were homogenous. The presence of equal variance existed between the
control group of oncology nurses and the study group.
Conclusions and Recommendations
Conclusion One
The majority of the study group oncology nurse respondents regularly utilize Kouzes &
Posner’s Five Practices of Exemplary Leadership as a conceptual framework for leadership
skills. These findings support the conclusions by Kouzes and Posner (2003). Based on these
findings a recommendation is made to the Oncology Nursing Society Leadership Development
Institute team to continue use of these stated practices. It is further recommended that the
American Nurses Association consider the use of these exemplarily practices for other registered
nurses in all practice settings.
Conclusion Two
The majority of the control group and the study group oncology registered nurses frequently
practice the ANA Standards of Professional Performance, Standard 15 on Leadership,
specifically, “a commitment to continuous, lifelong learning for self and others”. Additionally
the Advanced Practice oncology registered nurses frequently practice the ANA Standards of
Professional Performance, Standard 15 on Leadership, for Advanced Practice nurses,
specifically, “enhancing the effectiveness of the healthcare team”. The Role Specialty oncology
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registered nurses frequently practice the ANA Standards of Professional Performance, Standard
15 on Leadership, for Role Specialty nurses, specifically, “providing direction to enhance the
effectiveness of the multidisciplinary or interdisciplinary team”. These findings support the
conclusions by American Nurses Association (2004b). A recommendation is made to the
American Nurses Association to review these standards with all practicing registered nurses. An
additional recommendation is made for all registered nurses to support the leadership efforts as
stated by ANA.
Conclusion Three
The majority of the study group and the control group oncology registered nurses participate
in health care programs, early detection programs, and patient education programs thereby
implementing strategies to increase cancer awareness and reducing the cancer burden. After
attending LDI the ratio of participation in health care programs went from 2.7 to 3.64. For early
detection programs the ratio moved from 1.68 to 1.83. For patient education programs the ratio
moved from 1.71 to 2.61. These findings support the conclusion by the American Cancer Society
(2009). A recommendation is made to all oncology registered nurses to continue to support all
efforts at health care programs, early detection programs and patient education programs.
“Knowledge is power”, as Sir Francis Bacon once stated. The more knowledge the community
has, the better decisions about cancer care and health care can be made.
Conclusion Four
One of the most positive traits as defined by Magnet hospitals was honesty. Both the study
group and the control group of oncology registered nurses selected this trait as a frequent choice.
This finding supports the conclusions by the American Nurses Credentialing Center magnet
Recognition Program, 2008. This also supports the conclusions on honesty by Wieck et al.,
(2002). The also supports the use of Authentic leadership as it is based in honesty. A
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recommendation is made to all registered nurses to continue the practice of honesty as it is
considered a positive leadership trait.
Conclusion Five
Of the four leadership styles presented, both the control group and study group of oncology
registered nurses practice Authentic leadership on a regular basis. This finding supports the
conclusions by Huston (2008). A recommendation is made to all oncology registered nurses to
support the practice of authentic leadership. The literature suggests a movement away from
transactional leadership and towards authentic leadership.
Conclusion Six
The most important leadership skill that was selected by both the control group and study
group of oncology registered nurses was that of communication. The other top choices selected
were: “core attributes including realistic self-confidence, clinical credibility, flexibility and
work-life balance” and “leading change”. These findings support the conclusions by the Health
Care Advisory Board (2002). A recommendation is made to all registered oncology nurses to
enhance communication for all nursing practices. It is one of the most desirable traits in
leadership, without which failure will ensue. A further recommendation is made to the American
Nurses Association to increase education on appropriate and constant communication, as it now
includes electronic medium as well as written and oral formats.
Conclusion Seven
A leadership role contributes to the personal nursing satisfaction of oncology registered
nurses. A recommendation is made to all organizations that employ nurses, to add leadership
training to organizational development curriculum as the role contributes to satisfaction and
eventually retention of the oncology registered nurse.
Conclusion Eight
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Succession planning was advocated by employers of both the control and study groups. This
finding supports conclusions by Evans (2009). It is recommended that all healthcare facilities
institute the practice of succession planning, as the future of nursing depends on strong
leadership.
Conclusion Nine
Hospital organizations are moving away from a traditional approach to leadership in favor of
a collaborative approach. This finding supports the conclusions by Porter-O’Grady (2003b) and
the McCauley et al., (2004). A recommendation is made for hospitals and other health care
entities to adopt the strategies that align with the collaborative leadership approach.
Conclusion Ten
Oncology registered nurses in both the control group and study group did practice mentoring
of licensed registered nurses, other licensed staff and other job positions. Mentoring is a function
of leadership. A recommendation is made to all registered nurses for the continued practice of
mentoring as a strategy for leadership development. Additionally a recommendation is made to
the American Nurses Association and the Oncology Nursing Society to formalize standards of
mentoring practice.
Conclusion Eleven
Once leadership training is initiated, oncology registered nurses will continue to obtain
additional leadership education in any number of formats or presentations. In the recent past,
those placed in leadership positions had no formal training. This finding supports the conclusions
by Weston et al., (2008). A recommendation is made to all organizations that employ registered
oncology nurses to offer leadership training to all oncology registered nurses and to all other
registered nurses as it supports life long learning and a continuation of the profession.
Additionally a recommendation is made to schools of nursing to incorporate leadership training
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as part of the curriculum for its nursing students. A recommendation is made to all nurses to
obtain leadership training or additional leadership training on a regular basis as the components
change.
Conclusion Twelve
Once leadership training is obtained, oncology registered nurses will obtain additional
leadership positions or more responsibilities. A recommendation is made to organizations that
employ oncology registered nurses to offer leadership training as it further develops the
oncology registered nurse for leadership positions and responsibilities in the future. A
recommendation is to make leadership training mandatory as a nurse progresses to a higher job
or work experience.
Implications for Practice
It is evident from the data that oncology nurses who participated in the Oncology Nursing
Society Leadership Development Program have utilized the skills and competencies obtained to
further the practice of nursing. They did this by participating in more health care programs, early
detection programs and patient education programs. This can directly effect the cancer burden
because the more informed the community is, better decisions about care can be made. In
particular, cancers in general are more treatable the earlier they are detected. Oncology nurses
around the country should increase outreach efforts as this single event greatly impacts the
cancer burden.
Oncology nurses have all the traits, skills and attributes as defined by magnet hospitals
making them in perfect alignment with the highest standards as set by the ANCC. It is also
evident that oncology nurses mentor others as an extension of their professionalism. This
mentoring is offered to licensed and non-licensed personnel as well as many other job categories.
The implication is that oncology nurses are in position to influence others by utilizing their
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trained leadership skills. The implication for practice is to incorporate the identified skill sets in
the search for qualified oncology nurses. Additionally, mentoring should have its own set of
guidelines and formalized agenda.
It is apparent from the data that oncology nurses practice authentic leadership, which is
hallmarked by integrity, honesty to self and others. Data clearly demonstrated that
communication is the most important competency that a leader can possess. The implication is
for continued training in the skill of communication. Communication skills should be taught in
nursing schools and upon entry into a workplace, as a component of professional development.
Characteristic of the oncology registered nurses is that a leadership role greatly contributes to
their personal satisfaction with nursing. A new trend observed is that of succession planning,
which goes hand in hand with ONS LDI’s mission of preparing oncology nurses for the future.
Also trending favorably is the move to a collaborate leadership approach from that of the
traditional perspective. The implication here is that leadership is no longer viewed as a position,
but rather as a process that has no boundaries. It is not measured by the success of the one, but
rather by the success of all and of others. The implication is that nurses are moving from
independent decision making to interdependent decision making involving groups and networks.
Leadership is no longer viewed as a position of power, but viewed by the knowledge one has
being the power. The final implication centers on the need for improvement rather then the need
for profit. Collaborative nurses put the patient first and center on the improvements at hand.
Oncology nurses regularly utilizing Kouzes & Posner’s five practices of exemplar
leadership as part of their leadership skills. The implication here is that these are sound practices
that influence the individual nurse as well as impact those with whom this nurse interacts. These
exemplary practices embrace the caring theory of nursing.
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Additionally the oncology nurses perform the criteria noted for leadership in the standards of
practice from ANA, not only for the registered nurse, but also for the advanced practice nurse
and the role specialty nurse. Nursing is a very old profession, but it was not until 2004 that the
standards for leadership in this profession were articulated and formalized. This information has
not filtered or disseminated to all nurses around the country. The implication here is for further
interpretation of the standards with a plan to communicate it to all registered nurses.
Currently there are four generations in the workplace, each with differing needs, each with a
different work ethic and leadership capacity. Thus the leader needs guidelines that direct the
interactions between differing generations in the workplace.
It is clear that by offering leadership development programs, this benefits not only the
individual nurse, but the nursing profession as a whole. All oncology nurses, whether at the
bedside or in a leadership role, are positioned for leadership by nature of the work they do. The
ability to sustain one’s leadership capacity has a marked impact, by placing the oncology
registered nurse in a position to direct the care of patients, to educate the community and to
positively make a difference in the cancer care offered around the country.
Implications for Further Research
Given the list of traits, attributes or characteristics identified with leadership, it is apparent
that further research is needed to correlate those items with each employer’s organizational
needs.
Post leadership training, the oncology nurses increased their participation in health care
programs, early detection programs and patient education programs in general. Further research
is needed to perhaps look at the implications for specific cancers. Additionally the research could
look at offering these programs in underserved areas and tracking the incidence of cancer in
these areas.
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The list of leadership styles is ever changing. The most influential style at this writing is that
of authentic leadership. Further research is needed to look at the sustainability of this style given
the four generations currently in the workplace. Also further research is recommended to follow
the trend of collaborative leadership. Traditionally old views come back into favor. How long
will collaboration last?
Communication was the most important leadership skill selected by both groups. Therefore
further research is needed in the area of communication, specifically how nurses prefer to be
communicated with, given the current plethora of communication options.
Succession planning is relatively new in the business world. Further research is needed to
observe the effects of this initiative. People are identified and groomed for upcoming positions.
Are they meeting the mark? The need is to identify possible candidates who meet the caring
traits affiliated with oncology nursing.
This study indicated that after nurses obtained leadership training that they continued to
obtain additional leadership education and take on greater roles and responsibilities. Further
research is needed to follow this trend and distinguish it from mere job progression or life
experience.

174

References

Allen, D. (September, 1998). How nurses become leaders: perceptions and beliefs about
leadership development. Journal of Nursing Administration, 28(9), 15-20.
American Association of Colleges of Nursing. (October, 2005). Nursing shortage fact
sheet. [Online]. Retrieved from
http://www.aacn.nche.edu/Media/FactSheets/NursingShorrtage.htm on June 28,
2007.
American Cancer Society. (2009). Cancer Facts & Figures 2009. Atlanta.
American Nurses Association. (2004a). Nursing: Scope and Standards of Practice. Silver
Springs, MD: Nursesbook.org.
American Nurses Association. (2004b). Scope and Standards for Nurse Administrators (2nd ed.).
Silver Springs, MD: Nursesbook.org.
American Nurses Association. (February, 2006). Facts on the nursing shortage. Silver Spring,
MD.
American Nurses Credentialing Center Magnet Recognition Program (2008). Silver Spring, MD.
Ary, D., Jacobs, L., Razavieh, A., & Sorensen, C. (2006). Introduction to Research in Education
(7th ed.). Belmont, CA: Thomson Higher Education.
Association of Women’s Health, Obstetric and Neonatal Nurses. (June/July 2002). Lifelines,
265-265.
Bleich, M., & Hewlett, P. (May, 2004). Dissipating the perfect storm - responses from
nursing and the healthcare industry to protect the public’s health. The Online
Journal of Issues in Nursing. 9(2), Manuscript 4. Retrieved on 3-10-08 from
http://www.nuringworld.org/MainMenuCategories/ANAMarketplace/ANAPeriod
icals/OJIN/TableofCon…
Buerhaus, P., Donelan, K., Ulrich, B., Norman, L., & Dittus, R. (2006). State of the
registered nurse workforce in the United States. Nursing Economics. 24 (1), 6-12.
Retrieved from http://www.medscape.com/viewarticle/52560_print on 2/29/08.
Center for Frontline Nursing Leadership Competency Model. (2004). Washington, DC:
The Advisory Board Company.
Cohen, R., Ehrlich-Jones, L., Burns, K., Frank-Stromborg, M., Flanagan, J., & Askins, D.
(July –September, 2005). The nursing shortage: can we look to teachers as a
source of support? Nursing Forum, 40(3), 84-95.
175

Competencies of High-Performing Nurse Managers. (2002). Washington, DC: The Advisory
Board Company.
DeBack, V. (2001). What would Florence do? International Council of Nurses.
[Editorial].
Diamond, H. (June 1979). Patterns of leadership. Educational Horizons, Pi Lambda
Theta/Image, 11(2), 42-44.
Dillman, D., Smyth, J., & Christian, L. (2009). Internet, Mail, and Mixed-mode Surveys: The
Tailored Design Method (3rd ed.). Hoboken, NJ: John Wiley & Sons, Inc.
Evans, J. (March-April, 2009). Succession planning, building a pool of leadership talent.
Oncology Issues, 24(2), 22-27.
Farag, A., Tullai-McGuinness, S., & Anthony, M. K. (2009). Nurses’ perception of their
manager’s leadership style and unit climate: Are there generational differences?
Journal of Nursing Management, 17, 26-34.
Goodin, H. (2003). The nursing shortage in the United States of America: An integrative
review of the literature. Journal of Advanced Nursing, 43(4), 335-350.
Horton-Deutsch. S. L., & Mohr, W. K. (2001). The Fading of Nursing Leadership. Nursing
Outlook, 49, 121-126.
Huston, C. (2008). Preparing nurse leaders for 2020. Journal of Nursing Management, 16, 905911.
Jennings, B. M., Scaizi, C. C., Rodgers III, J. D., & Keane, A. (2007). Differentiating nursing
leadership and management competencies. Nursing Outlook, 55(4), 169 - 175.
Johnson, J. R. (1998). Embracing change: A leadership model for the learning organization.
International Journal of Training and Development. Blackwell Publishers Ltd.
Kerfoot, K. (April, 2001). On leadership, the leader as synergist. MEDSURG Nursing, 10(2),
101-102.
Kouzes, J., & Posner, B. (2007). The Leadership Challenge (4th ed.). San Francisco, CA: JosseyBass.
Kouzes, J., & Posner, B. (2003). The Leadership Challenge Workbook. First Edition. JosseyBass San Francisco. CA.
Laurent, C. L. (2000). A nursing theory for nursing leadership. Journal of Nursing Management,
8, 83-87.

176

London, M. (2002). Leadership Development: Paths to Self-Insight and Professional Growth.
Mahwah, NJ: Lawrence Erlbaum Associates, Inc., Publishers.
McCall, M.W., Jr. (1998). High Flyers. Boston: Harvard Business School Press.
McCauley, C., & Velsor, C. (2004). The Center for Creative Leadership: Handbook of
Leadership Development. San Francisco, CA: Jossey-Bass.
Mahoney, J. (2001). Leadership skills for the 21st century. Journal of Nursing Management, 9,
269-271.
Martin, A., Willburn, P., Morrow, P., Downing, K., & Criswell, C. (2007). A Center for Creative
Leadership Research White Paper: What’s Next? The 2007 changing nature of
leadership survey. Center for Creative Leadership. Retrieved on 7-1-09 from
http://www.ccl.org.
Nevidjon, B., & Erickson, J. (2001). The nursing shortage: Solutions for the short and long term.
The Online Journal of Issues in Nursing. Retrieved on 3-10-08 from
http://www.nuringworld.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/O
JIN/TableofCon…
Oncology Nursing Society/Oncology Nursing Society Foundation. (2008). Leadership
Development Institute: A decade of success stories.
Pearson, A., Laschinger, H., Porritt, K., Jordan, Z., Tucker, D., & Long, L. (2004). Evidence
Systhesis: Comprehensive systematic review of evidence on developing and sustaining
nursing leadership that fosters a healthy work environment in healthcare. Health Care
Reports. The Joanna Briggs Institute, North Terrace, Adelaide, Australia.
Porter-O’Grady, T. (October, 1999). Quantum leadership, new roles for a new age. Journal of
Nursing Administration, 29(10), 37-42.
Porter-O’Grady, T. (Feburary, 2003a). A different age for leadership, Part 1: New context, new
content. Journal of Nursing Administration, 33(2), 105-110.
Porter-O’Grady, T. (March, 2003b). A different age for leadership, Part 2: New rules, new roles.
Journal of Nursing Administration, 33(3), 173-178.
Reid Ponte, P. (May, 2004). “The American health care system at a crossroads: an overview of
the American Organization of Nurse Executives Monograph”. Online Journal of Issues in
Nursing, 9(2), Manuscript 2. Available: www.nursingworld.org/ajin.
Reinsvold, S. (December, 2008). Nursing residency: reversing the cycle of new graduate RN
turnover. Nurse Leader, Doi: 10.1016/j.mnl.2007.11.002.
Sherman, R. O. (April – June, 2005). Growing our future nursing leaders. Nursing
Administration Quarterly, 29(2), 125-132.
177

Sherman, R. (2006). Leading a multigenerational nursing workforce: issues, challenges and
strategies. The Online Journal of Issues In Nursing. Retrieved on 3-10-08 from
http://www.nursing
world.org/MainMenuCategories/ANAMarketplace/ANAPeriodicals/OJIN/TableofCon…
Sherman, R. O., Bishop, M., Eggenberger, T., & Karden, R. (February, 2007). Development of a
leadership competency model. The Journal of Nursing Administration, 37(2), 85-94.
Simpson, R. (February 2005). In direct proportion: ratios, IT, and trust. Nursing
Management, 36(2), 14-16.
Sofarelli M., & Brown, R. (1998). The need for nursing leadership in uncertain times.
Journal of Nursing Management, 6(4), 201-207.
Sosik, J., & Godshalk, V. (June, 2000). Leadership styles, mentoring functions received and jobrelated stress: a conceptual model and preliminary study. Journal of Organizational
Behavior, 21(4), 365-390.
Sullivan, J., Bretschneider, J., & McCausland, M. (October, 2003). Designing a leadership
development program for nurse managers. Journal of Nursing Administration, 33(10),
544-549.
Thyer, G. (2003). Dare to be different: transformational leadership may hold the key to
reducing the nursing shortage. Journal of Nursing Management, 11(2), 73-79. doi:
10.1046/j.1365-2834.2002.00370.x
Tomey, A., & Alligood, M. (2006). Nursing Theorists and Their Work. (6th ed.). St.
Louis, MO: Mosby Elsevier.
Upenieks, V. V. (December, 2002). What constitutes successful nurse leadership? A qualitative
approach utilizing Kanter’s theory of organizational behavior. Journal of Nursing
Administration, 32(12), 622-632.
Urquhart, C. (2007). Leadership – a shortage within the nursing shortage. Retrieved on 2-29-08
from Http://ezinearticles.com/?leadership---A-Shortage-Within-TheNursing_Shortage&id=908423&opt=print.
Valentine, S. O. (2002). Nursing leadership and the new nurse. Journal of Undergraduate
Nursing Scholarship. Retrieved on 3/25/09 from
http://juns.nurisng.arizona.edu/articles/Fall%202002/Valentine.htm
Weston, M. J., Falter, B., Lamb, G. S., Mahon, G., Malloch, K., & Provan, K. G., et al. (October,
2008). Health care leadership academy: a statewide collaboration to enhance nursing
leadership competencies. The Journal of Continuing Education in Nursing, 39(10), 468472.
178

Wieck, K. L. (December, 2008). Managing the millennials. Nurse Leader. Doi:
10.1016/j.mnl.2008.009.002.
Wieck, K. L., Prydun, M., & Walsh, T. (2002). What the emerging workforce wants in its
leadership. Journal of Nursing Scholarship, 34(3), 283-288.
Wilson, M. (2004). Effective development al leadership: a study of the traits and behaviors of a
leader who develops both people and the organization (Doctoral dissertation, Louisiana
State University, 2004). (URN etd-11032004-070937)
Woodring, B. (April – June, 2004). Today’s shortage: tomorrow’s leadership crisis? Journal for
Specialists in Pediatric Nursing, 9(2), 39-40.
Woolnough, F. J. (November, 2002). National nursing leadership programme. Mental Health
Practice, 6(3), 28-33.
Zenger, J. & Folkman, J. (2002). The Extraordinary Leader: Turning Good Managers Into
Great Leaders. New York, NY: McGraw-Hill.

179

Appendix A
Louisiana State University Institutional Review Board
Application for Exemption from Institutional Oversight
Approval Letter

180

181

Appendix B
Oncology Nurses Sustainable Leadership Survey Instrument
Control Group

182

Oncology Nurses Sustainable Leadership Survey Instrument
Control Group
1. ALL Registered Nurses – please answer question 1
Additionally – Advanced practice nurses answer question 2
Role Specialty nurses answer question 3
Referencing the American Nurses Association Standards of Professional Performance, Standard
15. Leadership (new in 2004), how often do you engage in each practice as a Registered Nurse:
I engage in teamwork as a team player and a team builder.
 Never
 Rarely
 Occasionally
 Regularly
I work to create and maintain healthy work environments in local, regional, national, or
international communities.
 Never
 Rarely
 Occasionally
 Regularly
I display the ability to define a clear vision, the associated goals, and a plan to implement and
measure progress.
 Never
 Rarely
 Occasionally
 Regularly
I demonstrate a commitment to continuous, lifelong learning for self and others.
 Never
 Rarely
 Occasionally
 Regularly
I teach others to succeed by mentoring and other strategies
 Never
 Rarely
 Occasionally
 Regularly
I exhibit creativity and flexibility through times of change.
 Never
 Rarely
 Occasionally
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 Regularly
I demonstrate energy, excitement, and a passion for quality work.
 Never
 Rarely
 Occasionally
 Regularly
I willingly accept mistakes by self and others, thereby creating a culture in which risk-taking is
not only safe, but expected.
 Never
 Rarely
 Occasionally
 Regularly
I inspire loyalty through valuing of people as the most precious asset in an organization.
 Never
 Rarely
 Occasionally
 Regularly
I direct the coordination of care across settings and among caregivers, including oversight of
licensed and unlicensed personnel in any assigned or delegated tasks.
 Never
 Rarely
 Occasionally
 Regularly
I serve in key roles in the work setting by participating on committees, councils and
administrative teams.
 Never
 Rarely
 Occasionally
 Regularly
I promote advancement of the profession through participation in professional organizations.
 Never
 Rarely
 Occasionally
 Regularly
2. Complete this question if you are an Advanced Practice Registered Nurse.
Referencing the American Nurses Association Standards of Professional Performance, Standard
15. Leadership (new in 2004), how often do you engage in each practice as an Advanced Practice
Nurse:
I work to influence decision-making bodies to improve patient care.
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 Never
 Rarely
 Occasionally
 Regularly
I provide direction to enhance the effectiveness of the healthcare team.
 Never
 Rarely
 Occasionally
 Regularly
I initiate and revise protocols or guidelines to reflect evidence-based practice, to reflect accepted
changes in care management, or to address emerging problems.
 Never
 Rarely
 Occasionally
 Regularly
I promote communication of information and advancement of the profession through writing,
publishing, and presentation for professional or lay audiences.
 Never
 Rarely
 Occasionally
 Regularly
I design innovations to effect change in practice and improve health outcomes.
 Never
 Rarely
 Occasionally
 Regularly
3. Complete this question if you are functioning in as a Role Specialty Nurse (defined as
practice areas including administration, education, professional development, informatics, case
management, quality initiatives, publishing, law, and research (hold masters or doctoral
degrees)) Referencing the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership (new in 2004), how often do you engage in each practice as a Role
Specialty Nurse :
I work to influence decision-making bodies to improve patient care, health services, and policies.
 Never
 Rarely
 Occasionally
 Regularly
I promote communication of information and advancement of the profession through writing,
publishing, and presentations for professional or lay audiences.
 Never
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 Rarely
 Occasionally
 Regularly
I design innovations to effect change in practice and outcomes.
 Never
 Rarely
 Occasionally
 Regularly
I provide direction to enhance the effectiveness of the multidisciplinary or interdisciplinary team.
 Never
 Rarely
 Occasionally
 Regularly
4. In which health care programs have you participated? (check all that apply):
 Skin cancer screening
 Prostate cancer screening
 Smoking cessation
 Reduce tobacco products use and exposure via prevention education
 Promotion of genetic screening
 Survivorship programs
 Advocacy and/or public policy programs
 Navigation programs
 Community outreach
 Promote healthy foods in schools, work places or communities
 Provide safe, enjoyable, and accessible environments for physical activity in
schools and for transportation and recreation in communities
 Research
 None of the above
5.

In which early detection programs have you participated? (check all that apply):
 Early detection breast cancer
 Early detection prostate cancer
 Early detection skin cancer
 Early detection cervical cancer
 Early detection colon and rectal cancer
 Early detection endometrial cancer
 None of the above

6. In which Patient education programs have you participated? (check all that apply):
 Healthy lifestyles
 Limit consumption of alcoholic beverages
 Weight control
 Physical activity
 Dietary patterns
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 Educate on relationship between weight control, diet, physical activity, and cancer
 Reduce sun exposure,
 Vaccination against HPV to prevent cervical cancer
 None of the above

7. The following are top leadership traits/skills/attributes as defined by Magnet hospitals.
How would you rate yourself on these traits?
How accessible are you?
 Very accessible
 Somewhat accessible
 Somewhat inaccessible
 Very inaccessible
How collaborative are you?
 Very collaborative
 Somewhat collaborative
 Not very collaborative
 Not at all collaborative
How communicative are you?
 Very communicative
 Somewhat communicative
 Somewhat uncommunicative
 Very uncommunicative
How flexible are you?
 Very flexible
 Somewhat flexible
 Somewhat inflexible
 Very inflexible
Are you a good listener?
 Very good listener
 Somewhat good listener
 Poor listener
 Very poor listener
How honest are you?
 Very honest
 Somewhat honest
 Somewhat dishonest
 Very dishonest
How influential are you?
 Very influential
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 Somewhat influential
 Not very influential
 Not at all influential
How knowledgeable are you?
 Very knowledgeable
 Somewhat knowledgeable
 Not very knowledgeable
 Not at all knowledgeable
How positive is your disposition?
 Very positive
 Somewhat positive
 Somewhat negative
 Very negative
How supportive are you?
 Very supportive
 Somewhat supportive
 Not very supportive
 Not at all supportive

How visible are you?
 Very visible
 Somewhat visible
 Not very visible
 Not at all visible
8. Do you precept or mentor newly licensed nurses?
 No
 Yes
9. Do you precept or mentor other licensed nurses?
 No
 Yes

10. Do you serve as clinical faculty in a local academic institute?
 No
 Yes
11. Do you participate on a care improvement team?
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 No
 Yes
12. Do you monitor quality standards and safe practice?
 No
 Yes

13. How often do you practice each identified leadership style:
Transformational Leadership (characterized as instilling pride and motivation; sharing
vision for the organization; providing staff direction in attaining organizational goals; and
demonstrating openness to staff input and ideas).
 Never
 Rarely
 Occasionally
 Regularly
Transactional Leadership (characterized by focusing upon daily operations and goal
setting for staff; have contingent rewards; management by exception; adopt a laissez-faire
approach).
 Never
 Rarely
 Occasionally
 Regularly
Emotional Intelligence Leadership (characterized by having awareness of emotions and
how to regulate them; ability to monitor your own emotions and the emotions of others; uses this
information to guide thinking and actions).

 Never
 Rarely
 Occasionally
 Regularly
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Authentic Leadership (characterized by people who chooses to live a life of integrity;
They are not only honest in relationship with others but most importantly they are honest and
true to themselves).
 Never
 Rarely
 Occasionally
 Regularly

14. Of the following 12 leadership competencies, select the 3 of most importance in your
opinion (Health Care Advisory Board, 2002):
 Communication
 Performance management
 Staff development and retention
 Managing conflict
 Coalition building and peer leadership
 Leading change
 Analytic skills
 Financial acumen
 Operations management
 Customer focus
 Legal and regulatory compliance
 Core attributes including realistic self-confidence, clinical credibility, flexibility and
work-life balance

15. How much does your leadership role contribute to your personal nursing satisfaction?
 Very much
 Somewhat
 Not very much
 Not at all

16. Does your employer advocate succession planning for nurse leaders?
 No
 Yes
For the following question, consider your organization’s approach to leadership across the paired
continuums. The far left ratings propose a traditional view. The far right ratings propose a
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collaborative view. Please select the scale rating that best describes your opinion of where your
organization views leadership. (Center for Creative Leadership, 2007).
Traditional
A position
Functional

5
5

4
4

3
3

2 1
2 1

Scale
1
1

2
2

3
3

4
4

5
5

Happens a the top

5

4

3

2 1

1

2

3

4

5

Rewarded for being
a star
Independent decision
making
Individual leadership
competencies
Position power
Competitive
Stay the course
strategy
Logical perspective
Sells their opinions
Profit

5

4

3

2 1

1

2

3

4

5

5

4

3

2 1

1

2

3

4

5

5

4

3

2 1

1

2

3

4

5

5
5
5

4
4
4

3
3
3

2 1
2 1
2 1

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

5
5
5

4
4
4

3
3
3

2 1
2 1
2 1

1
1
1

2
2
2

3
3
3

4
4
4

5
5
5

Age at last birthday in years ___________
Number of years as a Registered Nurse: _________
Gender:
 Female
 Male
Race:
 American Indian/Alaskan Native
 Asian
 Black/African American
 Caucasian/White
 Hispanic
 Native Hawaiian/Pacific Islander
 Other race (please specify): __________________
 Two or more races (please specify): _____________
Current marital status:
 Married
 Single/never married
 Cohabitating
 Divorced
 Separated
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Collaborative
A process
Boundary-less
orientation
Throughout the
organization
Success of others
Interdependent decision
making
Develop via groups &
networks
Power lies in knowledge
Collaborative
Emergent/flexible
strategy
Values perspective
Inquires for buy-in
Improvement

 Widowed
 Other (please specify): _____________________
Current employment status:
 Full Time
 Part time
 PRN
 Retired
 Not presently working
 Other (please specify): _____________________

Highest Degree Obtained in Nursing:
 Diploma
 Associate
 Bachelor’s
 Master’s
 Doctorate

If your highest degree is not in nursing, please specify degree level and field:
_____________________
Current position:
 Academic Education
 Case Manager
 Clinical Nurse Specialist
 Clinical Trials Nurse
 Consultant
 Director/Manager/Coordinator
 Genetics Counselor
 Medical Science Liaison
 Nurse Navigator
 Nurse Practitioner
 Nurse Scientist
 Patient Educator
 Pharmaceutical representative
 Staff Educator
 Staff Nurse
 VP/CNO
 Other (please specify)

Have you had any previous leadership education?
 No
 Yes
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If you are planning on retirement, please select the appropriate category.
 1-5 years
 6-10 years
 11-15 years
 16-20 years
 21-25 years
 Other (please specify years): ___________
Do you mentor others?
 No
 Yes; if yes, how many have you mentored: ________
 Yes; if yes, who, please specify: ________________

Have you ever had a mentor?
 No
 Yes; if yes, how many years of nursing experience did your mentor have: ______
I would like my name added to the drawing for a year’s membership to the Oncology Nursing
Society.
 No
 Yes
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Oncology Nurses Sustainable Leadership Survey Instrument
Study Group
1. Using Kouzes & Posner’s Five Practices of Exemplary Leadership, please rate the frequency
you utilized each practice after attending LDI
Model the Way (find your voice by clarifying your personal values. Set the example by
aligning actions with shared values.)
 Never
 Rarely
 Occasionally
 Regularly
Inspire a Shared Vision (Envision the future by imagining exciting and ennobling
possibilities. Enlist others in a common vision by appealing to shared aspirations.)
 Never
 Rarely
 Occasionally
 Regularly
Challenge the Process (Search for opportunities by seeking innovative ways to change,
grow, and improve. Experiment and take risks by constantly generating small wins and learning
from mistakes.)
 Never
 Rarely
 Occasionally
 Regularly
Enable Others to Act (Foster collaboration by promoting cooperative goals and building
trust. Strengthen others by sharing power and discretion.)
 Never
 Rarely
 Occasionally
 Regularly
Encourage the Heart (Recognize contributions by showing appreciation for individual
excellence. Celebrate the values and victories by creating a spirit of community.)
 Never
 Rarely
 Occasionally
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 Regularly
ALL Registered Nurses – please answer question 2
Additionally – Advanced practice nurses answer question 3
Role Specialty nurses answer question 4
2. Referencing the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership (new in 2004), how often do you engage in each practice as a
Registered Nurse:
I engage in teamwork as a team player and a team builder.
 Never
 Rarely
 Occasionally
 Regularly
I work to create and maintain healthy work environments in local, regional, national, or
international communities.
 Never
 Rarely
 Occasionally
 Regularly
I display the ability to define a clear vision, the associated goals, and a plan to implement and
measure progress.
 Never
 Rarely
 Occasionally
 Regularly
I demonstrate a commitment to continuous, lifelong learning for self and others.
 Never
 Rarely
 Occasionally
 Regularly
I teach others to succeed by mentoring and other strategies
 Never
 Rarely
 Occasionally
 Regularly
I exhibit creativity and flexibility through times of change.
 Never
 Rarely
 Occasionally
 Regularly
196

I demonstrate energy, excitement, and a passion for quality work.
 Never
 Rarely
 Occasionally
 Regularly
I willingly accept mistakes by self and others, thereby creating a culture in which risk-taking is
not only safe, but expected.
 Never
 Rarely
 Occasionally
 Regularly
I inspire loyalty through valuing of people as the most precious asset in an organization.
 Never
 Rarely
 Occasionally
 Regularly
I direct the coordination of care across settings and among caregivers, including oversight of
licensed and unlicensed personnel in any assigned or delegated tasks.
 Never
 Rarely
 Occasionally
 Regularly
I serve in key roles in the work setting by participating on committees, councils and
administrative teams.
 Never
 Rarely
 Occasionally
 Regularly
I promote advancement of the profession through participation in professional organizations.
 Never
 Rarely
 Occasionally
 Regularly

3. Complete this question if you are an Advanced Practice Registered Nurse.
Referencing the American Nurses Association Standards of Professional Performance, Standard
15. Leadership (new in 2004), how often do you engage in each practice as an Advanced Practice
Nurse:
I work to influence decision-making bodies to improve patient care.
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 Never
 Rarely
 Occasionally
 Regularly
I provide direction to enhance the effectiveness of the healthcare team.
 Never
 Rarely
 Occasionally
 Regularly
I initiate and revise protocols or guidelines to reflect evidence-based practice, to reflect accepted
changes in care management, or to address emerging problems.
 Never
 Rarely
 Occasionally
 Regularly
I promote communication of information and advancement of the profession through writing,
publishing, and presentation for professional or lay audiences.
 Never
 Rarely
 Occasionally
 Regularly
I design innovations to effect change in practice and improve health outcomes.
 Never
 Rarely
 Occasionally
 Regularly

4. Complete this question if you are functioning in as a Role Specialty Nurse (defined as practice
areas including administration, education, professional development, informatics, case
management, quality initiatives, publishing, law, and research (hold masters or doctoral
degrees)) Referencing the American Nurses Association Standards of Professional Performance,
Standard 15. Leadership (new in 2004), how often do you engage in each practice as a Role
Specialty Nurse :
I work to influence decision-making bodies to improve patient care, health services, and policies.
 Never
 Rarely
 Occasionally
 Regularly
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I promote communication of information and advancement of the profession through writing,
publishing, and presentations for professional or lay audiences.
 Never
 Rarely
 Occasionally
 Regularly
I design innovations to effect change in practice and outcomes.
 Never
 Rarely
 Occasionally
 Regularly
I provide direction to enhance the effectiveness of the multidisciplinary or interdisciplinary team.
 Never
 Rarely
 Occasionally
 Regularly

5. Since attending LDI, in which health care programs have you participated? (check all that
apply):
 Skin cancer screening
 Prostate cancer screening
 Smoking cessation
 Reduce tobacco products use and exposure via prevention education
 Promotion of genetic screening
 Survivorship programs
 Advocacy and/or public policy programs
 Navigation programs
 Community outreach
 Promote healthy foods in schools, work places or communities
 Provide safe, enjoyable, and accessible environments for physical activity in
schools and for transportation and recreation in communities
 Research
 None of the above

13. Since attending LDI, in which early detection programs have you participated? (check all
that apply):
 Early detection breast cancer
 Early detection prostate cancer
 Early detection skin cancer
 Early detection cervical cancer
 Early detection colon and rectal cancer
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 Early detection endometrial cancer
 None of the above

14. Since attending LDI, in which Patient education programs have you participated? (check
all that apply):
 Healthy lifestyles
 Limit consumption of alcoholic beverages
 Weight control
 Physical activity
 Dietary patterns
 Educate on relationship between weight control, diet, physical activity, and cancer
 Reduce sun exposure,
 Vaccination against HPV to prevent cervical cancer
 None of the above

15. The following are top leadership traits/skills/attributes as defined by Magnet hospitals.
How would you rate yourself on these traits?
How accessible are you?
 Very accessible
 Somewhat accessible
 Somewhat inaccessible
 Very inaccessible
How collaborative are you?
 Very collaborative
 Somewhat collaborative
 Not very collaborative
 Not at all collaborative
How communicative are you?
 Very communicative
 Somewhat communicative
 Somewhat uncommunicative
 Very uncommunicative
How flexible are you?
 Very flexible
 Somewhat flexible
 Somewhat inflexible
 Very inflexible
Are you a good listener?
 Very good listener
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 Somewhat good listener
 Poor listener
 Very poor listener
How honest are you?
 Very honest
 Somewhat honest
 Somewhat dishonest
 Very dishonest
How influential are you?
 Very influential
 Somewhat influential
 Not very influential
 Not at all influential
How knowledgeable are you?
 Very knowledgeable
 Somewhat knowledgeable
 Not very knowledgeable
 Not at all knowledgeable
How positive is your disposition?
 Very positive
 Somewhat positive
 Somewhat negative
 Very negative
How supportive are you?
 Very supportive
 Somewhat supportive
 Not very supportive
 Not at all supportive

How visible are you?
 Very visible
 Somewhat visible
 Not very visible
 Not at all visible
16. Do you precept or mentor newly licensed nurses?
 No
 Yes
17. Do you precept or mentor other licensed nurses?
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 No
 Yes

18. Do you serve as clinical faculty in a local academic institute?
 No
 Yes
19. Do you participate on a care improvement team?
 No
 Yes
20. Do you monitor quality standards and safe practice?
 No
 Yes

14. Since attending LDI, how often do you practice each identified leadership style:
Transformational Leadership (characterized as instilling pride and motivation; sharing
vision for the organization; providing staff direction in attaining organizational goals; and
demonstrating openness to staff input and ideas).

 Never
 Rarely
 Occasionally
 Regularly

Transactional Leadership (characterized by focusing upon daily operations and goal
setting for staff; have contingent rewards; management by exception; adopt a laissez-faire
approach).
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 Never
 Rarely
 Occasionally
 Regularly
Emotional Intelligence Leadership (characterized by having awareness of emotions and
how to regulate them; ability to monitor your own emotions and the emotions of others; uses this
information to guide thinking and actions).

 Never
 Rarely
 Occasionally
 Regularly

Authentic Leadership (characterized by people who chooses to live a life of integrity;
They are not only honest in relationship with others but most importantly they are honest and
true to themselves).
 Never
 Rarely
 Occasionally
 Regularly

15. Of the following 12 leadership competencies, select the 3 of most importance in your
opinion (Health Care Advisory Board, 2002):
 Communication
 Performance management
 Staff development and retention
 Managing conflict
 Coalition building and peer leadership
 Leading change
 Analytic skills
 Financial acumen
 Operations management
 Customer focus
 Legal and regulatory compliance
203

 Core attributes including realistic self-confidence, clinical credibility, flexibility and
work-life balance

16. How much does your leadership role contribute to your personal nursing satisfaction?
 Very much
 Somewhat
 Not very much
 Not at all

17. Does your employer advocate succession planning for nurse leaders?
 No
 Yes
For the following question, consider your organization’s approach to leadership across the paired
continuums. The far left ratings propose a traditional view. The far right ratings propose a
collaborative view. Please select the scale rating that best describes your opinion of where your
organization views leadership. (Center for Creative Leadership, 2007).
Traditional
A position
Functional

5
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4
4

3
3

2 1
2 1

Scale
1
1

2
2

3
3

4
4

5
5

Happens a the top
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4

3
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1

2

3

4

5

Rewarded for being
a star
Independent decision
making
Individual leadership
competencies
Position power
Competitive
Stay the course
strategy
Logical perspective
Sells their opinions
Profit
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4
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3

4

5

5

4

3

2 1

1

2

3

4

5

5

4

3
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1

2

3

4

5

5
5
5

4
4
4

3
3
3

2 1
2 1
2 1

1
1
1

2
2
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3
3
3

4
4
4

5
5
5

5
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5

4
4
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3
3
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2 1
2 1
2 1

1
1
1

2
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3
3
3

4
4
4

5
5
5

Age at last birthday in years ___________
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Collaborative
A process
Boundary-less
orientation
Throughout the
organization
Success of others
Interdependent decision
making
Develop via groups &
networks
Power lies in knowledge
Collaborative
Emergent/flexible
strategy
Values perspective
Inquires for buy-in
Improvement

Number of years as a Registered Nurse: _________
Gender:
 Female
 Male
Race:
 American Indian/Alaskan Native
 Asian
 Black/African American
 Caucasian/White
 Hispanic
 Native Hawaiian/Pacific Islander
 Other race (please specify): __________________
 Two or more races (please specify): _____________
Current marital status:
 Married
 Single/never married
 Cohabitating
 Divorced
 Separated
 Widowed
 Other (please specify): _____________________
Current employment status:
 Full Time
 Part time
 PRN
 Retired
 Not presently working
 Other (please specify): _____________________

Highest Degree Obtained in Nursing:
 Diploma
 Associate
 Bachelor’s
 Master’s
 Doctorate

If your highest degree is not in nursing, please specify degree level and field:
_____________________
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Current position:
 Academic Education
 Case Manager
 Clinical Nurse Specialist
 Clinical Trials Nurse
 Consultant
 Director/Manager/Coordinator
 Genetics Counselor
 Medical Science Liaison
 Nurse Navigator
 Nurse Practitioner
 Nurse Scientist
 Patient Educator
 Pharmaceutical representative
 Staff Educator
 Staff Nurse
 VP/CNO
 Other (please specify)
What year did you attend LDI?
 1998
 1999
 2000
 2001
 2002
 2003
 2004
 2005
 2006
 2007
 2008
Did you have previous leadership education prior to LDI?
 No
 Yes
What Leadership education have you completed since LDI? (check all that apply)…
 Leadership program
 Management workshop
 Continuing education seminar
 Advanced degree
 Self directed learning activity
 Residency Program
 Other (please specify): ___________________
Since completing LDI, have you obtained any additional leadership positions or responsibilities?
 No
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 Yes; if yes, please specify: ________________________________
If you are planning on retirement, please select the appropriate category.
 1-5 years
 6-10 years
 11-15 years
 16-20 years
 21-25 years
 Other (please specify years): ___________

Do you mentor others?
 No
 Yes; if yes, how many have you mentored: ________
 Yes; if yes, who, please specify: ________________

Have you ever had a mentor?
 No
 Yes; if yes, how many years of nursing experience did your mentor have: ______
I would like my name added to the drawing for a year’s membership to the Oncology Nursing
Society.
 No
 Yes
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The National Institutes of Health (NIH)
“Protecting Human Research Participants”
Course Completion Certificate
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Certificate of Completion
The National Institutes of Health (NIH) Office of Extramural Research
certifies that Christine Gatlin successfully completed the NIH Webbased training course “Protecting Human Research Participants”.
Date of completion: 08/14/2009
Certification Number: 266739
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Invitation to Participate in Survey Letter
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Dear Leadership Development Institute Fellow,
Your commitment to sustain the transformation of cancer care is evident, as each of you has
completed the Oncology Nursing Society’s Leadership Development Institute. Of particular
interest is how you have continued on this journey to further develop your own leadership skills
and the skills of those around you. This study is part of my journey in seeking knowledge. The
results of this study will be used to further assess the impact of leadership training as a measure
of leadership skill.
Your participation in this study is voluntary and the responses will remain confidential. You may
discontinue the survey at any time and choose not to submit your answers. Completion of this
survey will serve as voluntary consent to participate in the study. The survey will take only 15
minutes to complete. If you have any questions or problems about the survey, please contact me
by e-mail at chris.gatlin@brgeneral.org. This study has been approved by the Louisiana State
University IRB. If you have questions or concerns about participants rights, please contact the
IRB Chair, Dr. Bob Mathews, 225-578-8692 or irb@lsu.edu.
A drawing will be held for a year’s membership to the Oncology Nursing Society as a token of
my appreciation. Those participants wishing to be included in the drawing will need to complete
the survey and submit all answers. The drawing will be held on December 1, 2009, with the
winner notified by the Oncology Nursing Society.
I hope that you enjoy the survey and the opportunity to voice your opinions. Thank you for your
participation.
Sincerely,

Chris Gatlin, RN, OCN, MHA
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Vita
Christine Guidry Gatlin was born in Lafayette, Louisiana, in 1954. She is the daughter of the
late Claude Treville Guidry and the late Ades LeBlanc Guidry. She graduated from Cecilia
Senior High School in 1972. She attended the University of Southwestern Louisiana, the
University of Arkansas, Louisiana State University and Northwestern State University. In
December of 1976 she graduated with a Bachelor of Science Degree in Nursing from
Northwestern State University.
Following several years of employment as a registered nurse, she completed the requirements
for certification as an Oncology Certified Nurse. Additionally she attended the University of St.
Francis at Joliet, Illinois, where in August, 1998 she received a Master of Science in Health
Services Administration with academic distinction.
Throughout her career, she has held positions as staff nurse, charge nurse, nurse manager, and
director. Additionally she has participated on many performance improvement teams and clinical
councils.
Her love has always been oncology nursing. She obtained specialized education to become a
chemotherapy/biotherapy trainer. She conducts a two-day course several times a year to train and
re-educate nurses in the guidelines and safe practices for administering chemotherapy and
biotherapy. This course is often the first step in many nurses obtaining certification, for which
she is always an advocate. Additionally, she is certified to place peripherally inserted central
catheters in patients that need this device.
Professional lecturing is a component of her professionalism. She has presented many lectures
throughout the years. The topics included non-pharmacological management of pain; end of life
care for the dying patient; disaster response on the receiving end; integrating pain and palliative
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care into state cancer control plans; innovations in radiation oncology; time management for new
graduates; and hematology/oncology components of the critical care course.
Professional activities are also part of her core. She was inducted into Gamma Sigma Delta
International Society in 2009; Sigma Theta Tau International Honor Society of Nursing, Tau Pi
Chapter in 2006. She has been a member and an officer of many professional organizations such
as: Louisiana Pain Initiative; Sate of Louisiana Pain Initiative Steering Committee; American
Cancer Society; Oncology Nursing Certification Corporation Recognition Subcommittee;
Oncology Nursing Society Leadership Development Institute Fellow; Oncology Nursing Society
Advisory Panel; American Society of Radiologic Technologists; ENCOREplus, YWCA
Advisory Committee; Baton Rouge Oncology Nursing Society; Oncology Nursing Society; and
Louisiana Hospital Association of Nurse Executives.
She views community involvement as part of her commitment to nursing. She has been
involved in such activities as: Community Wide/State Wide Pain Initiative; Community Health
Fairs; Life After 50 Expo; Fatigue Day; Relay for Life; teaching breast self exam; skin cancer
screenings; prostate cancer screenings; memorial services; special Olympics; Baton Rouge
Health Forum; community disaster drills; heart walks; and cancer survivor days.
She has received many hospital, district, state, and national awards. The following are some
of these accolades: Louisiana State Nurses Association 2009 Nurse of the Year; Baton Rouge
District Nurses Association Celebrate Nursing Honoree 2006; Endo Pharmaceuticals “Making A
Difference” in pain management professional category, 2005; Nurse Week, Nursing Spectrum,
Nursing Excellence Award for South Central Region in Mentoring, 2005; Manchester Who’s
Who Among Executives and Professionals in Nursing and Healthcare 2005/2006 Honors
Edition; Southern University School of Nursing Honor Society Community Service Recognition,
2005; Oncology Nursing Credentialing Corporation, Oncology Nurse of the Year, 2004;
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Oncology Nursing Society Linda Arenth Excellence in Cancer Nursing Management, 2004;
Oncology Nursing Society Connie Yarbro Excellence in Cancer Nursing Mentorship, 2003;
Louisiana State Nurses Association Mentor of the Year, 2002; and Baton Rouge General Nurse
Excellence Award, Edith LoBue Leadership, 1999.
Throughout her career her motto has been, “Attitude is Everything.” She has always kept the
patient as the center focus on clinical decisions. Mentoring has been her passion.
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